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ABSTRACT OF DISSERTATION

THE EFFECTS OF IDEA PART C EARLY INTERVENTION
SERVICES ON THE WELL-BEING OF CHILDREN
AND FAMILIES IN CHILD WELFARE

There is ample evidence indicating that maltreatment has deleterious effects on the
development of infants and toddlers. The Child Abuse Prevention and Treatment Act of
2003 requires referrals from child welfare (CW) to IDEA Part C Early Intervention
services to provide developmental assessments and services for children younger than
three with substantiated cases of child abuse or neglect. Thus, this study aims to examine
the effects of Part C services on the well-being of young children and their families in
CW.

This study used a secondary dataset, the National Survey of Children and Adolescent
Well-Being II, to examine the research questions. The study results indicate that Part C
services can help to decrease the decline and have greater improvement in the well-being
outcomes of young children with and without substantiated cases in CW. Also, Part C
services can enhance language and adaptive skills for children who are in need of
developmental and learning services. However, the developmental and learning needs of
those young children are under-identified and under-addressed by CW professionals.
Ample research has emphasized that Part C services can lead to positive outcomes for
children who are at risk for developmental delays or dysfunction. If those children and
their families are not offered timely and appropriate early interventions, their difficulties
can become more severe, which often leads to lifelong consequences. To address the
developmental needs of those children as early as possible, this study’s findings indicate
an urgent need to enhance CW professionals’ knowledge of early childhood development
and intervention as well as to improve their capabilities to identify young children’
developmental needs. State administrators and policymakers should reexamine the
existing relationship between CW and Part C to further establish a better referral-making
system in response to the mandated referrals under CAPTA of 2003 and IDEA of 2004.
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IDEA Part C Early Intervention, Early Childhood Intervention
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Chapter One: Introduction
Rational for the Study
Infants and Toddlers in Child Welfare
There is ample evidence indicating that maltreatment has deleterious effects on the
development (e.g., neurological, traumatic, behavioral, mental) of children younger than
the age of three (Casanueva et al., 2012; Casanueva, Cross, & Ringeisen, 2008;
Casaneuva, Ringeisen, Wilson, Smith, & Dolan, 2011; Hildyard & Wolfe, 2002;
Scarborough, Lloyd, & Barth, 2009; Shonkoff & Meisels, 2000; Shonkoff & Phillips,
2000; Stahmer et al., 2005). In recent decades, many studies and developmental theories
have emphasized that early childhood is the most important phase of life due to its
significant influence on an individual’s development (Bronfenbrenner & Stephen, 1994;
Newman & Neman, 2003; Shonkoff & Phillips, 2000; World Health Organization, 2007).
For instance, infancy, from birth to one-year-old, is a stage of extremely rapid
development. During this first year of life, young children begin to develop in many areas
such as sensory perceptions, motor skills and emotions (Thompson & Nelson, 2001). For
the first three years of childhood, the brain rapidly develops through neurogenesis, axonal
and dendritic growth, and glycogenesis. These ontogenetic events happen at different
points of time while building on each other (Thompson & Nelson, 2001). Any small
disturbance during these developing processes can result in long-term effects on the
brain’s structural and functional capacity (Perry, 2001; Perry, 2002; Thompson & Nelson,
2001). Brain development is also influenced by the quality of the environment, including
interactions with main caregivers or peers (Nelson, 1999; Perry, 2001; Perry, 2002).
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Therefore, early childhood is the foundation for life-long learning and development for all
individuals.
In 2014, the U.S. Department of Health and Human Services (HHS) estimated
approximately 702,000 children in the United States were victims of child abuse or
neglect, resulting in a rate of 9.4 victims per 1,000 children in the population (The U.S.
Department of Health and Human Services [HHS] et al., 2016). More than one-quarter of
these victims (27.4%) were under the age of three. The victimization rate was the highest
for children younger than one year old (24.4 per 1,000 children in the population of the
same age). The victimization rate decreases as the child’s age increases (HHS et al.,
2016). Except for sexual abuse, children younger than three years old presented the largest
group across all maltreatment types, including physical abuse, medical neglect, and
neglect. For those who suffered medical neglect, 33.2% were younger than three years old,
which is approximately two times more than children aged from three to five years old
(HHS et al., 2013).
Many studies indicate that there is a high prevalence of developmental problems
among children in child welfare (CW), especially for those under than the age of three,
regardless of their levels of involvement in the CW system (Casanueva et al., 2008;
Leslie et al., 2005; Rosenberg & Smith, 2008; Rosenberg, Smith & Levinson, 2007;
Scarborough et al., 2009; Stahmer et al., 2005; Stahmer et al., 2009; Zimmer & Panko,
2006). Leslie et al. discovered that more than half of the children, younger than sixyears-old involved in the San Diego CW system, had a suspect score on the Denver
Developmental Screening Test II and 73.35% of those with suspect scores were found to
have developmental delays (Leslie et al., 2005). Another study, by Rosenberg et al.
2

(2007), used nationally representative data in CW. It estimated that about 46.5% of
children less than three-years-old, with substantiated cases for maltreatment, had some
developmental delays.
Research also consistently shows that a high proportion of these young children’s
developmental problems qualify them for early intervention services (McCrae, Cahalane,
& Fusco, 2011; Rosenberg et al., 2007; Rosenberg & Smith, 2008). The study of
Rosenberg and Smith (2008) revealed that 47% of the children under the age of three in
CW were eligible for The Individuals with Disability Education Act (IDEA) Part C early
intervention (EI) services due to their developmental delays, regardless of their levels of
involvement in the CW system. For instance, among these children, both those with
substantiated abuse or neglect and those without a substantiated case were similar in their
delayed developmental functioning. Additionally, there were no differences between
those children who remained with their parents and those who were placed in out-ofhome settings in terms of their IDEA Part C eligibility.
However, this age group of children, aged zero to three, is less likely to receive
services for their developmental issues than older children in CW. For instance, Stahmer
et al. (2005) found that 39% of children younger than three years old who were involved
in CW had significant developmental delays, but only 13% of them received
developmental or behavioral interventions during a one-year period. These facts not only
indicate an urgent and ongoing need for child maltreatment prevention programs, but also
early interventions to further reduce any consequences of maltreatment for children
younger than three years of age in CW.
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Well-Being and Child Welfare
Well-being is an important element embedded in human developmental, physical, and
mental health domains but has been broadly defined among various disciplines. Due to
the ambiguous nature of well-being, policymakers have encountered challenges in
conceptualizing the term since it was first introduced to the field of CW (Webb et al.,
2010; Wulczyn, 2008; Wulczyn et al., 2005). The 1993 Omnibus Budget and
Reconciliation Act first introduced the term “well-being” to the CW system, but did not
provide a clear explanation of well-being (Wulczyn, 2008; Wulczyn et al., 2005). The
nature of well-being is a broad concept. For instance, exposure to domestic violence,
level of school attendance, and behavioral and mental disorders, are considered factors
that impact a child’s well-being. According to Wulczyn et al. (2005), when the
government or policy makers addressed the definition and outcome measures to account
for well-being, the multidimensional feature of well-being was found to contradict the
American tradition of family autonomy versus government involvement in family life.
Later, the Adoption and Safe Families Act of 1997 (ASFA) formally included well-being
as one of the CW outcome indicators, but still did not explicitly address the definition of
well-being (Lou et al., 2008; Wulczyn et al., 2005).
On the other hand, in 1980, safety and permanency had been clearly defined and
classified as outcome measures of CW by ASFA. For instance, to ensure child safety, the
government is capable of setting a range of rules not only to prevent or reduce the risk of
harm, but also to limit government involvement in family life. The government’s
commitment to permanency is also able to follow the same belief that the intervention of
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authority ought to be time-limited in order to provide parents the most flexibility and
autonomy to fulfill their parental responsibilities.
The government began to emphasize the significance of well-being among maltreated
children due to a rich amount of literature indicating the poor developmental outcomes
among children and adolescents in CW (Casanueva et al., 2008; Dicker & Gordon, 2006;
Hildyard & Wolfe, 2002; Scarborough et al., 2009; Shonkoff & Meisels, 2000; Shonkoff
& Phillips, 2000; Stahmer et al., 2005) and the poor conceptualization of well-being (Lou
et al., 2008; Wulczyn, 2008; Wulczyn et al., 2005). Studies also indicate that the
promotion of child well-being, especially social and emotional functioning, could lead a
better permanency outcome (Dicker & Gordon, 2006; Malm et al., 2011). For instance, a
study of an adoption recruitment program demonstrates that providing effective
behavioral and mental health services for foster children can lead to a smoother transition
to an adoptive home as well as a greater likelihood of adoption when compared with
children receiving traditional adoption services (Malm et al., 2011). Therefore, the Child
and Family Services Improvement and Innovation Act of 2011 required states to focus on
the developmental needs of children in the CW system (Samuels & Administration on
Children, Youth and Families [ACYF], 2012). In April 2012, the Administration on
Children, Youth and Families (ACYF) released an Information Memorandum (ACYF,
2012). This memorandum not only encourages CW gencies specifically to improve the
behavioral, emotional, and social functional outcomes of maltreated children and youth,
but also provides a clear definition of well-being and appropriate instrument to measure
well-being outcomes.
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First, the ACYF adapted a framework of assessing well-being in CW (Lou et al.,
2008) that identifies four basic domains of well-being: (1) cognitive functioning, (2)
physical health and development, (3) behavioral/emotional functioning, and (4) social
functioning (ACYF, 2012; Lou et al., 2008). This framework suggests the developmental
needs of children are based on stages of development (e.g., infancy and early childhood,
middle childhood) and identifies appropriate instruments to assess well-being outcomes
in CW settings. In addition, this framework considers many internal and external
contextual factors that may influence child well-being. These factors include
environmental supports (e.g., family income, and community factors) and personal
characteristics (e.g., temperament, self-efficacy, and identify development) (ACYF,
2012; Lou et al., 2008).
In order to obtain better well-being outcomes, the ACYF states in the memorandum
that it would start rearranging current policies and shifting existing resources to the
promotion of meaningful and measureable changes in child well-being (ACYF, 2012).
For instance, more funds were available for promoting effective interventions, including
the implementation of evidence-based treatments and utilization of standardized
measurements. Due to the benefit of promoting social and emotional well-being, this
memorandum also announced that the existing policies and programs (e.g., Early and
Periodic Diagnosis, Screening and Assessment/EPSDT, and Child Abuse Prevention and
Treatment Act/CAPTA State Grants) would be prioritizing social and emotional wellbeing while concurrently working towards goals of permanency (reunification,
guardianship, or adoption) (ACYF, 2012) .
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Many new policies and federal funding opportunities have recently become available
for state and county CW systems to specifically improve well-being outcomes for infants
and toddlers (ACYF, 2012). For instance, the Department of Health and Human Services
(HHS) approved nine different child demonstration projects (e.g., Arkansas, Colorado,
and Washington) from 2012 to 2017 in order to enhance at least one well-being outcome.
For instance, the project, Focusing on the Early Years, implemented by Illinois, aims to
develop and test an effective policy and practice model for addressing developmental
outcomes of maltreated young children (ACYF, 2012).
Furthermore, the CW system has been criticized by its “one-size fits all” assessments
and been charged with failing to provide any direct measures to account for well-being
(Lou et al., 2008; Wulczyn et al., 2005). Wulczyn and colleagues (2005) indicated that
the Child and Family Services Reviews only relied on a single indiscriminate standard for
reunification and adoption regardless of the age of the child at the time of entrance into
foster care. In fact, research has repeatedly indicated that child age is significantly linked
to placement outcomes (Wulczyn et al., 2005). In reaction, the federal government
explicitly addressed the definition and relevant measurement of well-being through the
ACYF memorandum of 2012 (Samuels & ACYF, 2012). This memorandum emphasizes
the importance of utilizing screening and functional assessment for promoting social and
emotional well-being (Samuels & ACYF, 2012; Wulczyn et al., 2005). This
memorandum also recognizes the advantages of functional and screening assessments
because these standardized instruments allow social welfare agencies to have a
comprehensive evaluation of a child’s well-being before providing more appropriate
services and interventions. In addition, functional assessments not only measure child
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developmental improvements, but also provide on-going monitoring of children’s
progress (ACYF, 2012; Samuels & ACYF, 2012). Eventually, it is expected that these
developmental outcomes will become indicators in developing effective interventions
when addressing behavioral, social, and emotional issues that are common among
children who have come to the attention of CW authorities (ACYF, 2012).
In sum, prior to 1997, well-being was not considered an outcome measure, and no
specific definition of well-being had been addressed by policymakers (Wulczyn et al.,
2005). With the promise of the ACYF Information Memorandum of 2012 (ACYF-CBIM-12-04), the term “well-being” finally was well defined and conceptualized by a wellbeing framework (Lou et al., 2008). As a result, researchers as well as federal and state
levels of CW systems have recognized the significance and importance of a
multidimensional conceptualization of well-being. For instance, this well-being
framework (ACYF, 2012; Lou et al., 2008) not only provides clear definitions of each
well-being outcome indicator, but also suggests appropriate assessment tools related to
each well-being domain. This framework suggests the assessment of well-being for
infants and toddlers should include four general domains such as cognitive, physical
health and development, behavioral/emotional, and social functioning. This framework
also suggests instruments to especially evaluate the well-being of infants and toddlers
including the Preschool Language Vineland Adaptive Behavior Scale-4, the Toddler and
Infant Motor Evaluation, and the Vineland Adaptive Behavior Scales (Lou et al., 2008).
Finally, because of this memorandum’s focus on well-being, it is expected as a result that
more effective maltreatment prevention and intervention programs will be developed and
tested (ACYF, 2012). Afterwards, services and interventions resulting from these
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evidence-based practices will better meet developmental needs of children along their
trajectory through the welfare system.
IDEA Part C Services and CW
In the Child Abuse Prevention and Treatment Act (CAPTA, P.L. 108-36), amended by
the Keeping Children Safe Act of 2003, state CW systems are mandated to refer infants
and toddlers with a substantiated case of maltreatment to the Individuals with Disabilities
Education Act (IDEA) Part C Early Intervention Program (EI) for further developmental
assessments and services (CAPTA, 2003; Derrington & Lippitt, 2008; Shackelford,
2006). Similarly, in response to this reauthorization of CAPTA, the IDEA of 2004
required state Part C EI programs to have a description of their policies and procedures to
formally accept referrals for children younger than three years of age who are involved in
substantiated cases of child abuse or neglect in CW (The Individuals with Disabilities
Education Improvement Act [IDEA], 2004; Scarborough & McCrae, 2008; Shackelford,
2006; Stahmer, Sutton, Fox, & Leslie, 2008).
Part C of IDEA is a federally mandated early intervention service for infants and
toddlers with developmental disabilities or delays. EI services are designed to meet the
developmental needs of infants or toddlers with disabilities, as well as the family capacity
for meeting the special needs of these children. Based on the Part C regulations, each
state is required to address eligible children’s development in five domains: motor,
communication, cognitive, daily living, and social-emotional conditions (U.S.
Department of Education [ED], 2011; ED, 2014). For instance, children who are eligible
for EI services can receive in-home therapy based on the child’s individual
developmental needs (ED, 2011; ED, 2014).
9

According to ACYF (ACYF, 2012), the Part C EI program is considered the primary
existing program for improving child well-being. Specifically, this program provides
early intervention and therapy services to young children with developmental delays (or
disabilities) as well as provides assistances and training for parents regarding the
provisions of the EI services. Studies indicate that this intervention program is needed
among young children involved in CW but it has been underutilized (Casanueva et al.,
2008; Stahmer et al., 2005). One study indicates that 41.8% of children younger than
three years of age in CW have high developmental and behavioral needs, but only 22.7%
of them received services for these issues (Stahmer et al., 2005). Another study
discovered that 35.2% of young children aged zero to three years involved in CW were in
need of Part C EI services, but only about 12.7% of them received the EI services by the
age of three (Casanueva et al., 2008).
Previous research discovered that the lower participation rate in Part C can be
attributed to implementation challenges between CW agencies and early intervention
agencies. These challenges include the personnel and financial capacities of EI systems to
serve the referrals from CW, and issues regarding service delivery to non-biological
caregivers and institutional settings (Derrington & Lippitt, 2008; Rosenberg et al., 2007;
Rosenberg & Smith, 2008; Stahmer et al., 2008; Child Welfare Information Gateway
[CWIG] et al., 2013). For instance, one study indicates the most important issue for
service delivery is Part C preparedness for serving unique characteristics of children
involved in CW. Children referred by CW are more likely to have a high rate of socialemotional needs resulting from maltreatment. Further, these children’s caregivers tend to
have different issues and needs themselves depending on whether they are biological
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parents dealing with domestic violence, substance abuse, and mental health issues, a
single parent dealing with the stress of the absence of another parent, or foster parents
facing issues with boundaries and child attachment (Stahmer et al., 2008). Thus,
questions regarding whether the EI services’ providers are trained well enough to deal
with issues associated with child maltreatment remains unknown.
Literature Gap Regarding the Mandated Referrals
This study attempts to fill gaps in the literature. As described earlier, many
implementation challenges between the CW and EI systems have been addressed (Barth
et al., 2008; CWIG et al., 2013; Derrington & Lippitt, 2008; McCrae et al., 2011;
Rosenberg et al., 2007; Rosenberg & Smith, 2008; Scarborough & McCrae, 2008;
Stahmer et al., 2008). However, no research has specifically studied the impacts of IDEA
Part C EI services on the well-being of young children and families in CW in response to
the mandated referral under CAPTA of 2003 and IDEA of 2004. More literature gaps
related to this mandated referral are discussed in Chapter 2.
Purpose of the Study
The primary purpose of this study was to investigate the effects of early
intervention programs under Part C of IDEA on the well-being of children and
families in the CW system. This study utilized a secondary dataset called the National
Survey of Children and Adolescent Well-Being II (NSCAW II). NSCAW is the first
national longitudinal study of children and their families who came into contact with
the CW system as a result of maltreatment reports (Dowd et al., 2013). The NSCAW
II employed varying standardized measurements to assess child and family wellbeing. Thus, these measurements enable this study to examine objectively how young
11

people develop emotionally, socially, and behaviorally after receiving services, rather
than tracking whether or not they felt the children had improved in these domains
(Barth et al., 2008; Center on the Developing Child at Harvard University, 2007;
Samuels & ACYF, 2012). In response to the implementation challenges regarding the
mandated referrals between the CW systems and IDEA Part C services, the study
result is expected to provide initial indications for policy makers and administrators in
decision-making on policies and funding allocation. The study has the potential of
making important contributions to social policy that could improve the well-being of
all infants and toddlers in CW and their families. Whether interventions are effective
or not is an important concern for those working in and funding CW services.
Significant Contributions of the NSCAW II
The data created in the NSCAW II survey is a unique data source. NSCAW is the first
nationally representative and longitudinal study on the functioning and well-being of
children in CW in terms of their health and physical well-being, social functioning,
academic achievement, mental health, and behavioral adjustment (Dolan, Smith,
Casanueva, & Ringeisen, 2011; Dowd et al., 2013). In light of the mandated requirements
under CAPTA and IDEA, I consider the NSCAW data the most relevant data for
examining the IDEA Part C EI program outcomes due to its study sample– specifically
targeting children in CW. Secondly, the NSCAW II dataset is the most recently released
data in which samples were selected through CW from 83 counties nationwide and
interviewed three times between 2008 and 2012. In comparison to the NSCAW I
database ranging from 1999 to 2007, NSCAW II reflects client composition in CW as
covered under new federal regulations and updated changes in welfare programs. Thus,
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NSCAW II allows the study to investigate the most current needs of child well-being on a
national level. In addition, NSCAW II is informed by a developmental framework and
operationalized through well-established and standardized instruments. When collecting
child well-being information, this dataset also investigates children’s and their families’
prior experiences with the CW system, caregiver behaviors, services used, and
community environment. In fact, many studies have utilized the NSCAW data to examine
the well-being of children and their families in CW (Barth et al., 2005; Barth et al., 2008;
Casanueva et al., 2008; Casanueva et al., 2011; Casanueva et al., 2012; Casanueva et al.,
2014; Dolan et al., 2011; Dowd et al., 2013; NSCAW Research Group, 2002; Rosenberg
et al., 2007; Rosenberg & Smith, 2008; Scarborough & McCrae; 2008; Scarborough &
McCrae; 2010; Stahmer et al., 2005; Webb et al., 2010; Zimmer & Panko, 2006). In sum,
this data allows this study to examine specifically the outcomes of the IDEA Part C EI
program on the well-being of children and their families in accordance with the
requirements of CAPTA of 2003 and IDEA of 2004.
Research Questions:


Are there differences in child and family outcomes in terms of Part C
participation status and substantiation status?



Are there differences in child and family well-being outcomes between Part C
participants and non-Part C participants who were classified as needing
learning/developmental services?



Are there differences in child and family well-being outcome changes from Wave
1 to Wave 2 in terms of Part C participation status and substantiation status?
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What are risk factors associated with poor child and family well-being outcomes
in child welfare?
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Chapter Two: Literature Review
In this chapter, I first provide an overview of early childhood intervention in the
United States in terms of its purposes and benefits in general. I then review the historical
and theoretical backgrounds of early childhood intervention and specifically discuss how
the development of early childhood intervention shifts the federal government’s focus to
the well-being of children younger than three years of age. The Individual with
Disabilities Education Act (IDEA) Part C Early Intervention (EI) program was
established by Congress in 1986 in order to specifically address the well-being of infants
and toddlers with disabilities and their families. I review the IDEA Part C EI program in
terms of the program’s service provisions, implementations, and implications.
The second part of this chapter aims to address issues relevant to mandated referrals
from the child welfare (CW) system to Part C services under the authorization of CAPTA
of 2003 and IDEA of 2004. I primarily focus on the legislation of the mandated referral
and discuss the intentions of this federal regulation in addressing the developmental
needs of children who are involved in CW. I then explore the collaboration between CW
and the Part C system in terms of implementing and improving efforts regarding the
mandated referral. Lastly, I highlight gaps found in the literature regarding the mandated
referrals.
Early Childhood Intervention
Early childhood intervention (EI) services can lead to more positive outcomes for
children at risk for developmental delays or dysfunction as a result of biological or social
risk factors (Censullo, 1994; Shonkoff & Meisels, 2000; Young & Richardson, 2007). In
fact, research has indicated two major benefits derived from early identification and
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intervention. The first benefit is the well-being and quality of life among recipients of EI
services. Another benefit to society is the economic advantage resulting from EI
programs (Adams, Tapia, & The Council on Children with Disabilities, 2013; Young &
Richardson, 2007). For instance, studies prove that intervening early in a child’s life can
have a significant positive impact on intelligence level and grade retention as well as
decrease the use of special education services, welfare dependency, custodial care, and
delinquent behaviors in later life stages (Adams et al., 2013; Heckman et al., 2010;
Karoly, Kiburn, & Cannon, 2005; Ramey & Ramey, 1998; Shonkoff & Meisels, 2000;
Shonkoff & Phillips, 2000; Wulczyn et al., 2006).
The High Scope Perry Preschool Program, an early intervention program in the lives
of disadvantaged children in the early 1960s, randomly assigned its program participants
to a treatment or control group and systematically followed them through age 40. This
program was estimated to have return rates between 7% to 10% demonstrating a $9.2
return for every dollar invested in the program in terms of the participants’ improvements
in academic performance, arrest rates, and income through age 40 (Heckman et al.,
2010). Furthermore, according to Adams et al. (2013), another EI program demonstrated
an $8 return for every dollar invested in EI services. These economic benefits were
derived more from efficient use of school services and less from the use of the criminal
justice system and other public systems.
Fortunately, EI services designed to address young children’s developmental and
behavioral needs are available throughout the United States. In fact, the U.S. early
childhood intervention policies consist of a variety of domains to promote capabilities
and quality of life for young children and their families. These interventions include early
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childhood education, maternal and child health services, and special education (Wolery,
2000; Zeanah, Stafford, Nagle, & Rice, 2005). For instance, the Head Start program
provides early childhood education for preschoolers from low-income families in order to
help these disadvantaged children break the cycle of poverty. The Early Hearing
Detection and Intervention system ensures that all newborns and infants with hearing loss
are identified as early as possible and provided with timely and appropriate audiological,
educational, and medical intervention. The Maternal and Child Health program, under
Federal Title V, promotes the general health of mothers and children (Shonkoff &
Meisels, 2000). In addition to these EI programs serving the general at-risk population,
the IDEA Part C EI Program is specifically designed to address infants and toddlers with
developmental delays and disabilities. The following section specifically focuses on the
development of IDEA Part C EI program.
Historical Background
The foundation of early childhood intervention drew from a variety of professional
fields that have been assembled over the past decades. These areas include early
childhood education, maternal and child health, special education, and child development
research (Shonkoff & Meisels, 2000). Interactions between professionals in these fields
and sociopolitical circumstances help to establish a foundation for the development of
education, psychology, public health, and public policy in the realm of early childhood
intervention. For instance, the reauthorization of IDEA Part C in 2004 emphasizes the
importance of quality measures of outcome, provision of services in the child’s natural
environment, and identiﬁcation efforts for eligible infants. The mandated referral from
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CW to IDEA Part C under the CAPTA of 2010 has strengthened the collaboration
between these two systems (Adams et al., 2013; CWIG, 2011).
The earliest development of early childhood intervention was the establishment of
kindergarten as a regular part of the public school in 1872. During the early 1900s, the
promotion of physical well-being during a child’s first five-years in life became a new
concept to early childhood education due to high mortality rates among young children.
In 1912, consequently, the Children’s Bureau was established to address the well-being
of children. In 1935, the federal government enacted Title V to promote the general
health of both mothers and children. While focusing on the well-being of disadvantaged
populations, one component of Title V, Services for Crippled Children, aimed to address
disabilities. These services were designed to develop a comprehensive service system to
meet medical realms needs in the targeted patient group. The law also highlighted the
importance of preventing crippling illnesses as well as enhancing services for those with
secondary handicaps (Shonkoff & Meisels, 2000).
The 1960s marked the development of early childhood intervention due to the
broadened investments in human services by public support and federal funding. This
milestone is attributed to several significant historical events. First, the desegregation
case of Brown v. the Board of Education (1954) was part of the controversial social
problems which led to the Civil Rights movement in U.S history (National Archives, n.d.;
Ramey & Ramey, 1998; Shonkoff & Meisels, 2000). Due to the long history of the social
institution of slavery and the social neglect and underfunding of black schools, black
children newly integrated into the public school system were found to be more
cognitively and educationally disadvantaged when compared to white children. In
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addition, during the presidential campaign in 1959, a sad portrait of life in the
Appalachian mountains was printed in Life magazine. These images of children from
poor white families indicated that they were not only poorly nourished, but also
undereducated and cognitively delayed (Ramey & Ramey, 1998). The War on Poverty,
declared by President Johnson in 1964, addressed this social issue as a result. In addition,
the War on Poverty played an influential role on the birth of intervention programs by
emphasizing early childhood education. Head Start, one of these intervention programs,
was designed to help break the cycle of poverty by providing preschool education to
children of low-income families in order to further improve their school readiness and
social development (Administration for Children and Families, n.d.; Ramey & Ramey,
1998; Shonkoff & Meisels, 2000).
In addition to early intervention programs for the general population, early
intervention policy for children with disabilities was attributed to President Kennedy’s
interest in mental retardation. Because of his emphasis on this population, he appointed a
presidential commission to develop a national strategy for preventing mental retardation.
In 1963, Maternal and Child Health and Mental Retardation (P.L. 88-156), was enacted
to increase services for children with mental retardation. For instance, screening
programs for inborn fetuses was one of the prevention services designed to reduce the
occurrence of mental retardation caused by complications associated with childbearing
(Shonkoff & Meisels, 2000).
Since the 1960s, many public policies related to early childhood and special education
have been enacted as a result of President Kennedy’s interest in the prevention of mental
retardation. In addition, President Johnson also addressed the educational needs of young
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children with disabilities and children from economically disadvantaged families
(Shonkoff & Meisels, 2000). For instance, the Training of Professional Personnel Act of
1959 aimed to train program administrators and teachers of children with mental
retardation (ED & Office of Special Education and Rehabilitative Services [OSERS],
2010).
During the 1970s, the federal government made a great investment in order to meet
the needs of children with disabilities. The Economic Opportunity Amendment of 1972
(P.L. 92-424) required every Head Start center to reserve 10% of its enrollment for
children with identified disabilities. In 1975, the Education for All Handicapped Children
Act of 1975 (P.L. 94-142) was enacted to ensure the rights to a free and appropriate
public education for all school age children with disabilities. Before the enactment of
EHCA (now IDEA), children with moderate-to-severe disabilities were either placed in
institutions or kept at home. Many states even excluded certain children from public
school settings, including children who were blind, deaf, or emotionally disturbed (ED &
OSERS, 2010). Although children with mild disabilities might be served in the public
school system, most of them were only enrolled in regular classes without receiving
appropriate assistance to meet their special needs. Under these circumstances, it was
especially challenging to provide appropriate education to younger children with
disabilities from diverse cultural, racial, and ethnic backgrounds (ED & OSERS, 2010;
Shonkoff & Meisels, 2000).
In sum, the federal legislation of EHCA was the most important legislation that
shaped the development of early childhood intervention in the U.S. In 1986, the Part H
program under the EHCA Amendments (P.L. 99-457) was mandated to provide
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statewide EI services for all handicapped infants and toddlers as well as their families.
These services were designed to meet special needs of developmentally vulnerable young
children in their early lives. The Part H program is now known as the IDEA Part C EI
program (ED, 2004; Shonkoff & Meisels, 2000).
Theoretical Background
As early childhood intervention has evolved over time, its theoretical foundation has
also grown and expanded from a rich diversity of disciplines, including developmental
psychology, biodevelopmental science, and psycholinguistics (Shonkoff & Meisels,
2000). Many successful interventions have been developed based on a theoretical model
that defines the relationship between outcome variables and program strategies (e.g.,
types and intensity services). The most prominent early intervention theory is the
transactional model which was first formulated by Sameroff and Chandler (Shonkoff &
Phillips, 2000). Later, it was adapted or modified by many other theorists including
Sameroff and Fiese’s developmental ecology of early intervention, Bronfenbrenner’s
ecological model, Bronfenbrenner & Ceci’s (1994) bioecological model of early learning
and development, Dunst’s (1985) social support model for families of children with
disabilities, Lerner’s developmental contextual perspective, Ramey and Ramey’s (1998)
biosocial model, and Guralnick’s (2011) developmental framework of early intervention
for both biologically and environmentally vulnerable children (Shonkoff & Phillips,
2000).
The systems perspective has been considered the central concept for models of child
development and relevant early intervention frameworks (Dunst, 2000; Guranlnick,
2011). These models and EI frameworks recognize not only the hierarchical organization
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of human development, but also due to the systems perspective, emphasize the
mechanisms through which components within a system interact with one another and
form a constantly evolving complex pattern of developmental growth (Guralnick, 2011).
In light of the system perspective, child, parent, and family functioning are viewed as
complex components that contextually affect a child’s early development. For instance,
the bioecological model suggests that the interaction between a child and caregivers’
characteristics within different environments affects the process of early learning and
development (Bronfenbrener & Ceci, 1994; Bruder, 2010; Shonkoff & Meisels, 2000;
Shonkoff & Phillips, 2000). Early intervention is considered as an environmental factor
within systems that can affect the abilities and interactions of children and families
through its services that promote formal and informal social support (Dunst, 1985).
Numerous studies consistently indicate that both systems perspectives and familycentered practices have great influence on varying early intervention programs for
children with disabilities or those at-risk for developmental delays (Byington & Whitby,
2011; Dunst, Trivette, & Deal, 1994; Ramey & Ramey, 1998; Shonkoff & Phillips,
2000). Therefore, this study selects these two frequently cited theories in the literature –
the developmental systems approach of Guralnick (2011) and the social support model of
Dunst (1985) – to further understand how system theory and family-centered practices
influence early childhood intervention on its outcome variables (e.g., child, parent, and
family).
The distinguishing aspect of the developmental systems approach (DSA) is to show
how the developmental mechanisms of EI services promote the development of
vulnerable children and their families. The DSA suggests that understanding the
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interrelationships and reciprocal influences among child development, family patterns of
interaction, and family resources can help to promote a child’s development in the
context of the early intervention process (Guralnick, 2011). First of all, the DSA
conceptualizes child development as “trajectories of ever-increasing social and cognitive
competence over time (p.9).” Child developmental competence includes cognitive,
language, motor, social-emotional, and sensory-perceptual abilities. In addition, three
types of interaction patterns consist of family patterns of interaction including (1) parentchild transactions, (2) family orchestrated child experiences, and (3) health and safety
provided by the family. Parent-child transactions result from frequent and extended
exchanges between the child and parent. For instance, these transactions occur through
parents’ sensitivity and responsiveness to their child’s behaviors or conversations and
instructional partnership between the child and parents. The second component in familyorchestrated child experiences consist of parents arranging varying events to influence
their child’s development. The child then experiences these events through the parents’
social networks, the child’s peer network, community activities (e.g., shopping, holiday
events, and field trips), child care, and preschool programs.
The third component concerns the health and safety environment of the child. The
DSA assumes that parents are responsible for their child’s health and safety. Factors
contributing to child well-being include providing appropriate nutrition, being committed
to the child’s immunization schedules, and minimizing the child’s exposure to toxic
substances and other environmental hazards. The last level of the developmental system
is family resources including parents’ personal characteristics and material resources.
Personal characteristics of parents include mental and physical health, intellectual ability,
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attitudes and cognitive readiness toward child rearing, coping style, and perceived
confidence and competence. Material resources are social support and financial
resources. Social support can help optimize family interactions. For instance, networks of
social support can promote problem solving when parents are experiencing stress or
challenges from varying aspects of life. In addition, financial resources can either enable
or hinder families to engage in supporting family patterns of interactions. For instance,
families with sufficient financial resources can better ensure parents have available time
and energy to engage in parent-child transactions (e.g., recreational activities) as well as
ensure their children have adequate health care, high quality child care, and education
programs. For those families with less financial support, these educational or recreational
activities might not be available. The components of both parental characteristics and
material resources can also influence one another in a dynamic way. For instance,
sufficient levels of financial resources and social support can provide some protection
against nonoptimal family patterns of interaction resulting from parents’ poor mental or
physical health, or poor parenting skills (Guralnick, 2011).
Family-centered practices, derived from the social support model of Dunst (1985),
have been adopted and used by varying human services, early intervention, education,
health care, and other help-giving programs, especially the IDEA Part C EI program
(Adams et al., 2013; Bruder, 2000; Bruder, 2010; Dunst, 2000; Dunst, 2002; Dunst et al.,
1994; Dunst, Trivette, & Hamby, 2007). Family-centered practices, consumer-driven and
needs-based, focus on family goals and the unique needs of the family in order to achieve
these goals. This approach does not consider the child as the sole focus of intervention,
but treats the family as the unit of intervention. It emphasizes empowerment of families
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as the crucial goal to enhance family capabilities for coping with stress and arranging
resources to further meet the developmental needs of the child. While empowering the
family, EI practitioners need to first address family needs. Family needs for achieving
intervention goals include food, clothing, transportation, communication, and child care
needs (Dunst et al., 1994). In addition, family empowerment treats parents as experts,
capable of assessing both the needs of the child and the family. Partnerships and
collaborations between parents and professionals are essential elements to effectively
empower parents to achieve family-driven goals and child developmental outcomes.
Thus, during the intervention (empowering) process, professionals should highly respect
families’ values and choices regarding their involvement in the provisions of services as
well as emphasize family strengths rather than weaknesses. While supporting and
meeting families’ individual needs, professionals should engage families in planning
services to further promote family competence in meeting the child’s needs (Bruder,
2010; Byington & Whitby, 2011; Dunst, 2000; Dunst et al., 1994; Dunst et al., 2007a).
IDEA Part C Early Intervention program
The Part C early intervention program for infants and toddlers with disabilities falls
under the provisions of the Individual Disabilities Education Act (IDEA). IDEA is a
federal law that governs how states and public agencies implement IDEA regulations by
providing early intervention, special education, and relevant services to young children
with disabilities and their families. The predecessor statute of IDEA is the Education for
All Handicapped Children Act of 1975 (EAHCA). This was the first federal regulation to
ensure the education rights of all school-aged children with mental and physical
disabilities so that these children would receive appropriate public education (EAHCA,
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1975). The early intervention program for infants and toddlers was not part of this
regulation until it was reauthorized in 1986 (P.L. 99-457). Due to the recognition of
substantial needs of child development during the first three years of life, the federal
government reauthorized EAHCA in 1986 and started establishing EI programs across
the nation. This early intervention program was known as Part H of IDEA. It was later
changed to Part C due to the reauthorization of IDEA in 1997 and has been named as Part
C since then (Küpper, 2012; ED, 2004; ED, 2014; ED & OSERS, 2010; Center for Parent
Information and Resources, 2014).
The most recent amendment of IDEA was passed into law by Congress in December
2004 and is now called the Individuals with Disabilities Education Improvement Act of
2004 (IDEA, 2004). The regulations of the 2004 amendments focused on two different
age groups of children. The regulations of the Part B program for school-aged children
were published in 2006 and the Part C regulations for infants and toddlers were published
in 2011 (ED, 2004; ED, 2014; ED & OSERS, 2010). The Part C regulations are classified
into several components including procedures for grant allocation to states,
administrative responsibilities of states, and early intervention services (CWIG et al.,
2013; ED, 2011).
The Provisions of EI Service
Under the provision of IDEA Part C program, each state is required to provide early
assessment and intervention services for children under the age of three with disabilities
or developmental delays and their families. All children under the age of three with
suspected or possible disabilities or delays can be referred to an EI agency for a
developmental assessment. After receiving the referral, the EI agencies must screen and
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assess the child’s developmental conditions and then determine the child’s eligibility to
EI services (CWIG et al., 2013; ED, 2011; Küpper, 2012, IDEA, 2004). Due to the
reauthorization of IDEA in 2004, two groups of children under the age of three must be
referred to the EI program. These children include those who: (a) have a substantiated
case of abuse or neglect, or (b) are directly affected by illegal substance abuse or
withdrawal symptoms resulting from parental drug exposure (§637(a)(b)) (ED, 2011).
Eligibility determination.
Each state must serve two groups of children who are in need of early intervention
services: children with developmental delays and children with a diagnosed mental or
physical impairment (IDEA, 2004). Based on the regulations of IDEA of 2004, children
with developmental delays are those having one or more delays in the areas of cognitive,
physical, communication, social- emotional, or adaptive development as measured by
appropriate diagnostic instruments (§632(5) (A)) (ED, 2011).
For Part C eligibility determination, each state needs to develop its eligibility criteria
as well as the procedures for screening, evaluation, and assessment. The eligibility
criteria must address delays in five developmental areas: physical, communication,
cognitive, adaptive, and social or emotional development. (CWIG et al., 2013; ED, 2011;
Shackelford, 2006). Although states’ EI agencies have varying eligibility criteria, a study
funded by the U. S. Department of Education indicates the common criteria used to
determine the eligibility for Part C services. These two criteria include: 1.0 standard
deviation (SD) or more below the mean on developmental measures on any two of Part
C’s five developmental areas, or 1.5 SD or more below the mean on any one of the five
developmental domains (Rosenberg et al., 2007). When the child is found to be eligible
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for the EI program, the EI agencies then conduct two assessments for determining
appropriate EI services to the child and family (§636) (ED, 2011). The first evaluation is
the multidisciplinary assessment that examines the child’s developmental strengths and
needs for services. The second one is the family-directed assessment that focuses on
supports and resources the family is in need of to further meet the developmental needs
of the child (ED, 2011; CWIG et al., 2013; IDEA, 2004).
Additionally, states have the option to extend their services to children who are at
risk for experiencing substantial developmental delays due to biological environmental
factors. Depending on states’ decisions, the biological and environmental factors may
include low birth weight, respiratory distress as a newborn, brain hemorrhage, a history
of abuse or neglect, or nutritional deprivation (CWIG et al., 2013; ED, 2011; Küpper,
2012).
Initial IFSP.
Children who are found to be eligible for EI services will receive services through an
Individual Family Services Plan (IFSP). Before EI services are provided to the child and
family, an initial IFSP meeting should be conducted by the services coordinator. The
IFSP is one of the key component of EI services. The law requires parents and
professionals to work as partners in developing the plan throughout the intervention
process. An IFSP is a written plan that determines functional outcomes and services for
the child and family. The IFSP team include the parents, the service coordinator, and the
professionals who will provide EI services (ED, 2011).
During the early intervention process, the assigned service coordinator helps the child
and family obtain appropriate developmental services by coordinating services across
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agencies and providers. The EI services specified by an IFSP are based on a
multidisciplinary assessment to address child well-being in the five developmental
domains of Part C regulations. The IFSP also considers families’ concerns, priorities, and
resources regarding the child’s developmental needs (CWIG et al., 2013; ED, 2011,
IDEA, 2014).
EI services.
Developmental services are designed to meet the developmental needs of infants and
toddlers as well as the needs of the family. There are 17 services clearly defined and
described by the regulations of the EI program (ED, 2011) for promoting children’s
developmental abilities. This wide range of services includes physical and occupational
therapies, audiology services, social work services, and psychological services.
Generally, EI services are provided at no cost, but families might need to pay a little part
of the participation fee. In order to enable these children and their families to receive EI
services, the expense of transportation and other necessary costs can be offered by an EI
agency as addressed by the IFSP (ED, 2011).
Transition services.
Before children are aged out of or are no longer eligible for the Part C program, an
IFSP team must address transition services. The transition services help the child and
family exit from the EI program to the child’s next IDEA program or other appropriate
services. These services include preschool services under IDEA Part B, early education,
Head Start, child care programs, or other appropriate services. The transition plan is part
of the IFSP procedure and should be conducted within a limited time frame. For instance,
children who are potentially eligible for IDEA Part B services must have a transition
29

meeting at least 90 days before the child’s third birthday (CWIG et al., 2013; ED, 2011,
IDEA, 2004).
IDEA Part C Outcomes
In 2013, the Early Childhood Technical Assistance Center (ECTAC) reported that
there were 333,982 children under age 3 in the United States served by Part C early
intervention services. This accounts for 2.8% of all children under age three in the nation
(The Early Childhood Technical Assistance Center [ECTAC], 2014a). Since Part C EI
services were created in 1986, the number of Part C recipients has increased and its
implementing regulations have been modified several times in order to better serve this
population. To further understand the cost of Part C and its impacts on child and family
functions, the U.S. Department of Education offered funding to evaluate Part C’s overall
implementation. Thus, the National Early Intervention Longitudinal Study (NEILS) is the
first and only nationally representative longitudinal study providing comprehensive
findings about Part C’s outcomes. The study findings include the characteristics of
program recipients and their experiences with the programs as well as the well-being of
both child and family (Hebbeler et al., 2007). Due to this unique purpose of the NEILS
study, this study utilized the NEILS study’s findings to demonstrate the outcomes of the
IDEA Part C program ranging from 1997 to 2006.
Participants’ characteristics.
According to the final report of the NEILS study, 61% of children entering EI are
males, and these boys continue to outnumber girls in their future involvement in special
education services (Hebbeler et al., 2007). One of the significant differences between EI
families and the general population is the overrepresentation of low-income families. Of
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the children entering the program, 27% were from families with household incomes less
than $15,000. As compared with the general population, children receiving EI services
were less likely to be white and more likely to be black. The mothers of these children are
more likely to have a high school diploma or less. This study also found that children
served by EI had a higher substantial rate of compromised birth histories. For instance,
these children had more than twice the prematurity rate and were four-times as likely to
have a low birth weight when compared to the general population. These children tended
to have fair or poor overall health, which is strongly associated with poor family income
and minority status (Hebbeler et al., 2007). In addition, using the data from NEILS,
Bailey et al. (2004) revealed that minority families, families with limited income, and
families with less educated mothers tended to experience more difficulties accessing EI
services. Similarly, the study of McManus et al. (2009), using a national sample of
children with special health care needs, found that the Part C participants were living in a
multiracial family, were poor, had developmental delays to varying degrees. They were
less likely to be Hispanic.
Child outcomes.
More than half of the EI participants (63%) continued to receive services until they
aged out of the program and continued on to receive preschool special education services
(Hebbeler et al., 2007). About 20% of those children who received services until the age
of 36 months did not receive additional special education services afterwards. In regard to
the child outcomes at 36 months of age, 63% of these children received early childhood
special education (ECSE) after leaving the Part C system. Most of the families (76%)
with children who left the program at age three reported that “EI services had a lot of
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impact” (Hebbeler et al., 2007). Based on the parent reports, many of these children
learned a number of developmental skills in the Part C program. These skills include
cognitive, adaptive, and language abilities. For example, among these children, 87%
could identify two body parts, and 73% could follow a 2-step verbal direction,
demonstrating these abilities. The two most difficult tasks that these children could not
perform at age three include following game rules (42%), saying at least 50 different
words (40%), and toileting control (37%) (Hebbeler et al., 2007). Regarding these
children’s behavioral performances, most families reported that their child behaved like
other children their age at the end of the Part C program. A small percentage of children,
ranging from 9% to 22%, were reported to have problematic or challenging behaviors in
terms of distractible, active and restless, or aggressive behaviors (Hebbeler et al., 2007).
Family outcomes.
Most parents reported that EI services had a significant impact on their families
(Hebbeler et al., 2007). For instance, 59% of the families reported that their families were
much better off and 23% of them were somewhat better off after receiving EI services.
Regarding family competence in meeting their children’s needs, 96% of the parents felt
that they were capable of helping their children to learn and develop. However, when
compared with their perceived competence in caring for their child’s basic needs, fewer
families reported strongly agreeing (64%). Families also reported that they felt less
comfortable with addressing their children’s behavioral issues. With regard to families’
competence in negotiating services and self-efficacy when making contact with service
resources for their children, 65% of them strongly agreed and 31% agreed that they knew
how to work with professionals as well as advocate for services. In addition, most of
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these families felt that they had been involved in the right amount of services decisionmaking (84%) and had made decisions jointly with their services providers (73%). At the
end of their Part C experiences, these families reported having good feelings about the
involved professionals because they felt their values and opinions had been highly
respected by these individuals. Although most families considered Part C a positive
experience, there were slight differences in regard to different family characteristics
(Hebbeler et al., 2007). For instance, families with mothers who did not have a high
school diploma, families with low income, and minority families (African-Americans and
Hispanics) tended to be less satisfied with the services in comparison with other families.
(Bailey et al., 2004; Hebbeler et al., 2007).
Implications of the Part C Program on Child and Family Well-Being
As influenced by the developmental and theoretical frameworks of early intervention,
the Part C EI program was enacted to promote the quality of life of children with
disabilities and their families as well as the quality of life of the whole society (Bruder,
2010; Dunst, 2002; Dunst et al., 1994; Dunst et al., 2007a; Dunst et al., 2007b; Thompson
et al., 1997). According to Part C regulations, EI programs aim to minimize the potential
for developmental delay as well as promote the development of infants and toddlers with
disabilities. Thus, Part C EI agencies should address the child’s developmental
functioning through five developmental domains cincluding motor, communication,
adaptive, social-emotional, and cognitive abilities incorporated in an IFSP. For the
promotion of family well-being, an IFSP ought to enhance families’ abilities to address
the special needs of their young children with disabilities (ED, 2004; ED, 2014).
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In addition, family-centered practices have been specifically adopted by the Part C EI
programs to promote both child and family well-being (Byington & Whitby, 2011; Dunst
et al., 1994; Thompson et al., 1997). Several required elements of Part C regulations
attempting to enhance empowerment and the IFSP process play important roles in
empowering families. In fact, studies have revealed that effective IFSPs are a central
element required to comprehensively address individual needs of both children and
families receiving EI services (Bruder, 2010; Byington & Whitby, 2011; Dunst et al.,
1994; Xu, 2008). In accordance with family-centered assumptions, the purpose of IFSP is
to ensure the family’s needs are met while respecting the family’s selections concerning
types and frequencies of services. Children who are eligible for EI services must receive
IFSPs through the assistance of service coordinators and other interventionists. Each
family has an assigned service coordinator to assist children and their families in
accessing EI services based on IFSPs. During the provisions of EI services, families are
encouraged to challenge disagreeable service delivery arrangements and advocate for
their priorities and needs. Through involvement in planning and coordinating with the
service coordinators and EI professionals, families should experience increased control
over their lives. Consequently, this empowerment process should enhance a family’s
coping skills when interacting with the child as well as making contact with a variety of
external resources to further meet the child’s developmental needs (Dunst et al., 1994;
Dunst et al., 2007a; Dunst et al., 2007b; Thompson et al., 1997; Xu, 2008).
Researchers have employed different ways to examine the effects of Part C on child
and family outcomes while accounting for child and family characteristics (Dunst et al.,
2007a; Dunst et al., 2007b; Dunst & Trivette, 2009; Thompson et al., 1997). Several
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studies adopted family-centered practices, the systems framework of early childhood
intervention, and family support in order to comprehensively understand the direct and
indirect effects of EI variables on parent, child, and family functioning. Child outcomes
included psychological health and child behaviors and parent outcomes included parental
perceptions of psychological empowerment and parental psychological stress (Dunst et
al., 2007a; Dunst et al., 2007b; Dunst & Trivette, 2009; Thompson et al., 1997). For
instance, Dunst et al. (2007a) interviewed 250 families of children who received Part C
EI services and discovered direct and indirect effects of EI programs on family and child
outcomes. The study results indicate that family-centered early intervention practices and
family socioeconomic status (e.g., income, and education) had direct positive effects on
either or both self-efficacy beliefs and parent and family well-being (e.g., parental
perceived control, self-efficacy, parental psychological conditions, and family
functioning). On the other hand, the intensity of EI services (e.g., services received, and
frequency of provision of the services) and child severity of disabilities had negative
effects on parent and family well-being in terms of psychological distress. A metaanalysis discovered that family-centered practices had direct effects on parent, family,
and child behavior and functioning (Dunst et al., 2007b). This study found that familycentered practices significantly influenced the positive relationship between professionals
and the family which increased parents’ self-efficacy and improved parenting behaviors.
Families developed more positive perspectives on their children’s behaviors and better
parenting skills to address their children’s needs (Dunst et al., 2007b). Furthermore,
another meta-analysis examined 15 studies of family-centered care on child and family
outcomes. This study found that family-centered care had indirect effects on child and
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parent psychological health mediated by parental self-efficacy beliefs (Dunst & Trivette,
2009). In conclusion, the family-centered care of Part C EI programs has shown both
direct and indirect effects on child and family outcomes.
IDEA Part C EI Services and Child Welfare
Mandated Referrals from CW to Part C
In response to the increasing number of studies on the developmental needs of
maltreated children, Congress recognized the imperative needs in addressing the wellbeing of the most vulnerable age group -- infants and toddlers. The most prominent
regulation is the mandated referral from CW to the IDEA Part C EI program. The
reauthorization of the Child Abuse Prevention and Treatment Act of 2003 (CAPTA) and
the Individuals with Disabilities Education Improvement Act (IDEA) of 2004 created a
mandated partnership between CW and Part C EI agencies. In 2003, the Keeping
Children Safe Act reauthorized CAPTA (P.L. 108-36) to require state CW agencies that
receive CAPTA funds to develop provisions and procedures for referring infants and
toddlers with a substantiated case of abuse or neglect to early intervention services
funded under Part C of IDEA. In the following year of 2004, the reauthorization of IDEA
required state early intervention agencies to have a description of their policies and
procedures to formally accept referrals from CW. This reauthorization ensures that EI
services should be available to all eligible infants and toddlers, including those who are in
foster care or in the custody of a public CW agency (CWIG, 2013; IDEA, 2004;
Shackelford, 2006). In addition to the promotion of child and family well-being, this
mandated referral also could enhances states’ capabilities in promoting safety and
permanency for maltreated children and their families (CWIG, 2013). For instance, EI
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agencies can help CW to monitor child safety through their services. The family-centered
EI services not only could help children safely remain in their homes, but also could help
them have stabilized placements (CWIG, 2013).
Implementations of the Mandated Referrals
In spite of the advantages resulting from the mandated referral, research has shown
implementation challenges between Part C EI agencies and CW systems. In response to
the passing of the mandated referral regulation, Derrington and Lippitt (2008) estimated
an average increase of 44% in referrals from CW to Part C and an average increase of
22% in enrollment across states. However, research revealed that many children involved
in CW did not receive EI services as required by the law (Rosenberg et al., 2007;
Rosenberg & Smith, 2008; Stahmer et al., 2005; Stahmer et al., 2008). For instance,
Stahmer et al. (2005) found that 39% of children younger than three years involved in
CW have significant developmental delays, but only 13% of them received
developmental or behavioral interventions during a one-year period.
The low participation rate of children in EI services could be attributed to many
factors, including the CW caseworker’s capability of identifying developmental
problems, lack of collaboration between CW and Part C agencies, and few parental
consents for participation in Part C services (Dicker & Gordon, 2006; Horwitz, Owens, &
Simms, 2000; McCrae et al., 2011; Rosenberg et al., 2007; Robinson & Rosenberg, 2004;
Scarborough & McCrae, 2008; Shannon & Tappan, 2011; Stahmer et al., 2008).
Regarding the caseworker’s capability to identify child developmental issues, one study
found that 47% of maltreated children younger than the age of three had developmental
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delays, but caseworkers were only able to identify 23% of the children with
developmental problems (Rosenberg et al., 2007).
Part C providers also need to improve their capacities to address the unique challenges
resulting from the characteristics of children and families involved in CW, such as
substance abuse, mental illness, and poverty (Barth et al., 2008; Stahmer et al., 2008).
Many Part C providers are speech, occupational, or physical therapists, and they may not
be well prepared to address issues related to maltreated children and their families.
Another reason hindering the increase in referrals could be the need for parental
acceptance of Part C referrals and services. The Part C EI program is family-centered and
volunteer-based, so it is required to obtain consent from the parents before providing
assessment and services (IDEA, 2011). If these referred parents are not court-ordered to
participate in Part C, they can refuse the services. Or, if the parents are court-ordered to
participate in Part C, they might view EI providers as an intrusion rather than as
assistance (CWIG, 2013; Stahmer et al., 2008).
In response to the mandated requirements and existing implementation challenges,
many related policies and programs have been addressed at the federal and state levels to
improve and monitor the collaboration between CW and Part C EI programs (CWIG,
2013; Dicker & Gordon, 2006). For instance, in order to monitor the referral rates, the
CAPTA Reauthorization Act of 2010 (P.L. 111-320) required states to annually report the
number of children under the age of three with a substantiated case of child maltreatment
and the number of those children who are actually referred to early intervention services.
Beginning in 2014, states began to include this data in their National Child Abuse and
Neglect Data System (NCANDS) submissions (CWIG, 2013). Furthermore, the Office of
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Special Education Programs funded the Early Childhood Technical Assistance Center
(ECTAC) in 2014 to enhance further states’ implementation of effective practices and
outcomes for young children and their families under the provisions of IDEA. The
ECTAC’s website provides national resources and services including consultation,
webinars, publications, and information for facilitating interagency collaboration. For
instance, the ECTAC provides training and technical assistance in order to educate states
to implement and sustain evidence-based approaches (ECTAC, 2014b).
Literature Gaps
According to the literature review, the implementation challenges resulting from
mandated referrals as well as the improving efforts to eliminate these challenges have
been addressed by researchers, policy makers, and administrators (Barth et al., 2008;
CWIG, 2013; IDEA, 2011; McCrae et al., 2011; Rosenberg et al., 2007; Rosenberg &
Smith, 2008; Scarborough & McCrae, 2008; Shannon & Tappan, 2011; Stahmer et al.,
2008). However, no study has specifically examined the effects of IDEA Part C EI
services on the well-being of infants and toddlers and their families in regard to the
mandated referrals between Part C and CW under the reauthorization of CAPTA of 2003
(Barth et al., 2008; Stahmer et al., 2008).
Regarding child well-being in the welfare system, research shows conflicting findings
between the associations of substantiation status and placement type and the child’s
developmental outcome. Some studies indicate that substantiation status and placement
type are associated with poor child well-being (Casanueva et al., 2008; Barth et al.,
2008). However, other studies did not find significant associations between these two
factors and poor child outcome (Casanueva et al., 2008; Harden et al., 2010; Harden &
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Whittaker, 2011; NSCAW Research Group, 2002; Rosenberg et al., 2007; Rosenberg &
Smith, 2008; Stahmer et al., 2005; Stahmer et al., 2009; Zimmer & Panko, 2006). In
response to these conflicting findings, this study aims to examine whether these two
factors (e.g., placement type and substantiation status) affect the child and family
outcomes. Considering the low participation rate in Part C services among young
children in CW and caseworkers’ struggles with identifying infants and toddlers’
developmental issues, this study intends to explore predictors of poor child and family
outcomes in order to further enhance caseworkers’ abilities to address young children’s
well-being.
In addition, family-centered practices of Part C EI services have shown both direct
and indirect effects on both child and family outcomes. Families’ parenting abilities and
coping skills should be improved to further meet their children’s developmental needs
while utilizing external resources (Thompson et al., 1997; Xu, 2008). Research has used
varying analytic strategies and involved a variety of variables to further understand the
relationship between family-centered delivery of EI services and child (e.g., mental,
cognitive, and communication abilities), parent (e.g., mental and physical conditions,
parenting behaviors, self-efficacy belief ), and family functioning (e.g., family
competence, family well-being) (Bruder, 2010; Byington & Whitby, 2011; Dunst et al.,
2007a; Dunst et al., 2007b; Dunst & Trivette, 2009; Thompson et al., 1997; Xu, 2008).
However, none of those studies included the quality of interactions between parents and
children as an outcome variable. Thus, this study included child and caregiver interaction
as an outcome variable.
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In conclusion, this study intended to fill these gaps by examining the effects of IDEA
Part C EI services on the well-being of children and families who come into contact with
CW systems. More specifically, as mentioned in the previous chapter, the advantages of
using the NSCAW II dataset allowed this study not only to investigate the most current
needs of child well-being on a national level, but also to provide more objective findings
by utilizing well-established, standardized instruments. In other words, the study results
are expected to provide the most current and relevant findings regarding the mandated
referrals under CAPTA of 2003 and IDEA of 2004.
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Chapter Three: Methodology
This chapter describes the research design of the study, including the source of the
secondary data, sample description, and the data collection methodology from the
original study of the secondary data. This chapter then describes the conceptual and
operational definitions of all study variables, the conceptual model, research questions,
and analytic plans.
The NSCAW II data
This quantitative study used the secondary dataset created by the National Survey of
Children and Adolescent Well-Being II (NSCAW II) (Dowd et al., 2013). NSCAW is the
first national longitudinal study of children and their families who have been in contact
with the CW system due to maltreatment reports. NSCAW contains two studies, NSCAW
I and NSCAW II. These two studies are similar in design, but the samples represent two
different periods of time – about nine years apart. NSCAW utilized many standardized
instruments to measure child well-being as well as conducts complex sampling frames
and data collection strategies (Dolan et al., 2011; Dowd et al., 2013; Casanueva et al.,
2011). Thus, this data allows this study to measure well-being outcomes for both children
and their caregivers. Its sampling methodology also allows researchers to provide a
national estimate of safety, permanency, and well-being of children and their families
involved in CW. The child well-being outcomes in this study included four of the five
developmental domains (e.g., daily living, cognitive, language, and social emotional) that
were used to determine child eligibility for IDEA Part C services. The family well-being
was measured by assessing the quality of the cognitive stimulation and emotional support
provided by the child's family members.
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The NSCAW dataset contains two levels of data files, a general release data file and a
restricted release data file that require different licensing agreements. In 2015, this study
has obtained permission to use the restricted version of NSCAW II by submitting an
approved expedited review from the Institutional Review Board (IRB) of the University
of Kentucky and relevant application materials.
NSCA II Sample
NSCAW II used a two-stage stratified sample design to frame its samples from all
children involved in the CW system in the United States. The NSCAW II study team
divided the United States into nine sampling strata at the first stage of sampling. Eight of
the strata correspond to the eight states containing the largest CW caseloads, and the
ninth stratum comprises the remaining 38 states and the District of Columbia. Primary
sampling units (PSUs) were formed and selected in each strata. The PSUs were defined
based on geographic areas that included the population served by a child protective
service (CPS) agency (Casanueva et al., 2011; Dolan et al., 2011; Dowd et al., 2013).
The NSCAW II samples were selected from the CW system between February 2008
and April 2009 across the nation. Only children aged from birth to 17.5 years were
eligible for the study. The NSCAW II cohort of 5,873 children, whose families agreed to
participate in the study, was recruited from 81 of the original 92 PSUs in 83 counties
nationwide. The study specifically examined the well-being of children, who were
younger than the age of three at the time of sampling (n=2,937). The sample consisted
of substantiated and unsubstantiated investigations of abuse and neglect as well as
children and families who did and did not receive services. Infants and children in out-
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of-home settings were oversampled in order to ensure adequate representation among
the subgroups (Casanueva et al., 2011; Dolan et al., 2011; Dowd et al., 2013).
This Study’s Target Sample
This study aims to understand the effects of IDEA Part C EI services on the well-being
of participants. The eligible Part C participants range from birth to the age of 3. Thus, the
target samples of this study are children who were under the age of 3 at the Wave 1
interview. In response to the mandated referrals from IDEA Part C to CW, three of the
research questions specifically focus on these young children’s well-being in terms of Part
C participation status and substantiation status. Based on IDEA Part C regulations,
children who were eligible for EI services must receive IFSPs through the assistance of
service coordinators and other interventionists. To select the target sample, this study
included children who were reported to have an IFSP by either their current caregivers or
their caseworkers at the Wave 1 interview. While examining young children’s
developmental progress, this study traces this target sample from Wave 1 to Wave 2.
Data Collection Procedures
The NSCAW II study has well-trained field representatives to conduct face-to-face
interviews and assessments with the study participants at three different points in time:
baseline (February 2008-April 2009), 18-months (October 2008- January 2011), and 36months (June 2011- December 2012). The interviewees included children, current
caregivers (e.g., biological parents, foster parents, kin caregivers, and group home
caregivers), CW investigators, CW caseworkers, and school teachers. Child’s current
caregivers were interviewed about child and caregiver characteristics and functioning,
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experiences with the CW system, and relevant factors including home and community
environment (Dowd et al., 2013).
Instruments.
In order to understand the cause and consequences of child maltreatment and
outcomes of contacts with the CW system, the NSCAW’s Instrumentation Design Team
(IDT) developed an ecological-developmental theory of risk and resiliency based on an
ecological framework (Webb et al., 2010). The IDT team then began to formulate
questionnaires and identify instruments of health, cognitive, communication, and social
and emotional functioning corresponding to each age group of children (Dolan et al.,
2011; Dowd et al., 2013). Instrumentation selections were classified into four domains
for both children and caregivers: (1) infancy and early childhood, (2) late adolescence,
(3) health and mental health services, and (4) child protective services/caseworker and
agency issues. The instruments were selected or formulated in response to different types
of interviewees including: children, current caregivers, former caregivers, investigative
caseworkers, teachers, and state and local agency administrators. Except for some
project-developed questionnaires for the purpose of the NSCAW study, the majority of
the instruments are well-established questionnaires designed to assess child
developmental status and physical and mental health. These instruments for children
included Battelle Developmental Inventory and Mini Battery of Achievement.
Instruments for caregivers included the Short-Form Health Survey, Child Behavior
Checklist, and Social Skills Scale (Dolan et al., 2011; Dowd et al., 2013).
All of the NSCAW II instruments were programmed for computer-assisted data
collection, excluding the Teacher Survey and Local Agency Director Interview. The
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questionnaire programs were designed to implement complicated skip patterns based on
the child’s age. All caregiver questionnaire modules have English and Spanish versions.
Some child and caregiver instruments that collected sensitive topics including alcohol or
drug dependence, involvement with law enforcement, discipline and child maltreatment,
relationship with caregivers, or domestic violence, were administered through the audio
computer-assisted self-interview (Dowd et al., 2013).
Protection of Human Subjects
The study uses a secondary data analysis from the restricted version of NSCAW II.
Before this data was released to the public, it had been analyzed for disclosure risks, and
some of the study variables had been dropped or recoded to prevent the study participants
from being re-identified. Thus, there is no potential risk to any of the subjects. In order to
protect human subjects, this study’s researcher was required to follow the protection
procedures of the restricted version of NSCAW II by submitting an approved expedited
review from the Institutional Review Board (IRB) of the University of Kentucky and
relevant application materials.
Conceptual and Operational Definitions of Study Variables
This section addresses the conceptual and operational definitions of the study
variables. This study aims to examine the impact of the IDEA Part C EI services on both
child and family well-being. Thus, this study model contains five outcome variables as
well as moderator and control variables. The outcome variables were categorized into
two primary outcomes: child well-being (e.g., cognitive, language, adaptive, and
behavioral) and family well-being (e.g., quality of child and caregiver interaction).
Moderators include family socioeconomic status and child disability. Control variables
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include child age, non-Part C early childhood intervention services (e.g., Head Start,
nursery school, and early childhood development programs), and any parenting
intervention services (e.g., parenting class).
Independent Variables
This study aims to understand the effects of IDEA Part C EI services on the outcome
variables in response to the mandated referrals under CAPTA of 2003 and IDEA of 2004.
Thus, this study conceptualizes the independent variables based on Part C participation
status and substantiation status. This study contains four research questions. The
conceptualization and operationalization of these four different independent variables are
described in Chapter 4 and Chapter 5. The coding schemes of those variables are listed in
Table 1.
Dependent Variables
The Part C EI program was enacted to promote the quality of life of children with
disabilities and their families through its early intervention services and family-centered
practices (Bruder, 2010; Dunst, 2002; Dunst et al., 1994; Dunst et al., 2007a; Dunst et al.,
2007b; Thompson et al., 1997). In addition to the promotion of child well-being, the Part
C EI program is also required to enhance families’ abilities in addressing the special
needs of their young children with disabilities (ED, 2004; ED, 2014). Thus, this study
considers both child and family well-being as the program outcome indicators.
Child well-being.
According to Part C regulations, Part C EI services are required to address the child’s
developmental functioning through five developmental domains including motor,
communication, adaptive, social-emotional, and cognitive abilities (ED, 2004; ED, 2014).
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As mentioned in the previous chapter, NEILS, the first and only nationally representative
longitudinal study of IDEA Part C services, measured these five domains as the child
outcomes (Hebbeler et al., 2007). A great amount of research used some or all of these
five developmental domains to conceptualize Part C EI services’ outcome indicators
(Bailey et al., 2004; Barth et al., 2008; Casanueva et al., 2008; Casanueva et al., 2011;
Derrington & Lippitt, 2008; Rosenberg et al., 2007; Rosenberg & Smith, 2008;
Scarborough & McCrae, 2008; Stahmer et al., 2005; Stahmer et al., 2008). Thus, this
study conceptualizes child well-being as cognitive, language, adaptive, and behavioral
development. The following are the measuring instruments for these indicators.
Cognitive development. Child cognitive development will be measured by the Battelle
Developmental Inventory, 2nd Edition (BDI-2) (Newborg, 2005) for children younger
than four years old. The BDI-2 measures current developmental levels, as well as
strengths and learning opportunities of children. This instrument can also assess infants
and children considered to be at-risk for developmental delay (Newborg, 2005). The
BDI-2 measures five major domains of development including adaptive, personal-social,
communication, motor, and cognitive.
NSCAW II only used the cognitive domain to evaluate the child’s cognitive
development. The cognitive domain contains three subdomains: (a) perceptual
discrimination and conceptual development for children from birth to 47 months old, (b)
reasoning and academic skills for children from 24 to 47 months old, and (c) attention
and memory for children from birth to 47 months old. Each of the domain ranges from 1
to 19 and the 50th percentile corresponds to a score of 10. Based on these three
subdomains, a total Cognitive Developmental Quotient (CDQ) is estimated. The CDQ is
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normed to have a mean of 100, standard deviation of 15, and a range of 55 to 145
(Casanueva et al., 2011; Casanueva et al., 2012; Stahmer et al. 2005; Stahmer et al.,
2009). This study analyzed children’s cognitive development through the total CDQ of
the BDI-2.
Language development. The Preschool Language Scale-3 (PLS-3) were used to
measure the language development of children from birth to five-years-old. The NSCAW
II samples were administered starting at the item that was appropriate for their age
(Zimmerman, Steiner, & Pond, 1992).
The PLS-3 comprises two subscales (expressive communication and auditory
comprehension), and the combined scores of these two subscales yield a total language
score. The expressive communication subscale assesses expressive communication skills
including sensory discrimination, logical thinking, grammar and vocabulary, memory and
attention span, temporal/spatial relations, and self-image. The auditory comprehension
subscale measures receptive communication skills including knowledge of body parts,
following directions, comparing sizes, prepositions, and colors. The test-retest reliability
of this instrument ranges from .82 to .94 depending upon the component domain. The
standard score of this assessment has a mean of 100 and standard deviation of 15
(Casanueva et al., 2011; Casanueva et al., 2012; Stahmer et al., 2005; Stahmer et al.,
2009). This study analyzed language development based on the sum score of the PLS-3.
Adaptive behavior. This study will use the daily living skills domain of the Vineland
Screener, which was administered to caregivers to measure children’s competence and
independence in their daily living environment. The Vineland Screener, a shorter version
of the Vineland Adaptive Behavior Scale (VABS), was used by NSCAW to assess
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children’s self-help skills and ability to complete activities of daily living in a natural
environment (Casanueva et al., 2011; Sparrow, Carter, & Cicchetti, 1993). The Vineland
Screener has different age-dependent versions for children from birth to the age of 18.
This screener contains three domains including communication, daily living, and
socialization skills, and the NSCAW II used only the daily and socialization domains. A
higher score indicates greater adaptive functioning. The test-retest reliability of this
measure ranges between .87 and .98 (Casanueva et al., 2011; Casanueva et al., 2012;
Sparrow et al., 1993; Stahmer et al., 2009). This study assesses both the daily living and
socialization domains based on 0 to 2 years old version.
Behavioral development. The Child Behavior Checklist (CBCL) will be used as an
indicator of children’s mental health and behavioral and emotional functioning. The
CBCL is widely used to assess behavior problems and social competence. Its reliability
and validity has been standardized by age and gender on large populations who was from
different socioeconomic backgrounds. The test-retest reliably of the CBCL ranges
from .73 to .93 (Achenbach & Rescorla, 2000; Stahmer et al., 2009). NSCAW II used the
parent-report (caregivers) of preschool CBCL version, 100-items and 3-point scale, to
assess children aged 15 months old to 5 years old. The respondents are asked to rate these
items as 0 for not true of the child, 1 for somewhat or sometimes true, and 2 for every
true or often true. These items consists of seven syndromes (e.g., anxious/depressed
emotion, somatic complaints, withdrawn). These syndromes can be grouped into two
broad groupings of syndromes: (1) internalizing (e.g., emotionally reactive,
anxious/depressed, somatic, and withdrawn syndromes) and (2) Externalizing (e.g.,
attention problems and aggressive behaviors). The total problems score is the sum of the
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3-point scale on the 100 items and ranges from 0 to 200. If a total standardized score of
64 or more, behavior ratings are considered clinically significant (Achenbach & Rescorla,
2000; Casanueva et al., 2011). This study analyzed behavioral development based on the
total problem score.
Family well-being.
Research has shown that family-centered practices have been specifically adopted by
the Part C EI programs to promote both child and family well-being (Byington &
Whitby, 2011; Dunst et al., 1994; Thompson et al., 1997). Family-centered practices are
consumer-driven and needs-based aiming to address the family’s unique goals for
meeting the child’s individual developmental needs. The primary goal of this approach is
to empower family members during the intervention process. Through family
involvement in planning and coordinating with the service coordinators and EI
professionals, families should experience increased control over their lives. The quality
of interaction between parents (caregivers) and the child will be promoted as a result
(Dunst et al., 1994; Dunst et al., 2007a; Dunst et al., 2007b; Guralnick, 2011). Thus, this
study conceptually defines family well-being as the quality of the cognitive stimulation
and emotional support provided by the child’s parents (caregivers) within the home
environment.
The Home-Short Form (Home-SF) is used to assess the quality and quantity of
stimulation and support in the home environment of children from birth to 10 years of
age (Baker, Keck, Mott, & Quinlan, 1993). NSCAW II asked current caregivers how
often or whether they had taught or interacted with the child in varying domains in terms
of cognitive stimulation and emotional support. Questions given to the caregivers
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included: How many times in the past month did you tell the child you love him or her?
How often do you get a chance to read stories to the child? How often does the child eat
a meal with both mother and father (or stepfather or father- figure)? Also, the Home-SF
consists of several sections of questions regarding different age groups (Dowd et al.,
2013; Stahmer et al., 2009). The total raw score for the Home-SF is calculated by
summing the number of questions answered by caregivers. A higher total score indicates
the presence of more positive characteristics provided by caregivers in the home
environment (Dowd et al., 2013; Stahmer et al., 2009). This study examined family wellbeing based on the total Home-SF score (0-2).
Moderator Variables
The study of Scarborough and McCrae (2010) indicates that young children having
poor health, low language abilities, or living in poverty are more likely to demonstrate
poor developmental and educational outcomes in their later life stages. The associations
between parental education, family income and child well-being have been consistently
addressed by previous studies (Looman et al., 2009; Loprest & Davidoff, 2004;
Newacheck et al., 2000). Specifically, disability or chronic illness in children is an
enduring life stressor that can negatively impact the lives of individual children as well as
members of their families in terms of emotional and social function (Gupta, 2007; Silver,
Westbrook & Stein, 1998; Wallander & Varni, 1998). The needs of these children,
whether they are behavioral, medical, physical, and/or educational, require changes in
family routines and place varying degrees of stress on parents (Saloviita, Italinna &
Leinonen, 2003; Shin & Crittenden, 2003). In other words, the more complex a child’s
disability, the more negative the relationship between child and family well-being.
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Therefore, this study conceptually defines family socioeconomic status and the level of
child disabilities as moderating variables that can interfere with the relationship between
the independent and dependent variables.
Family socioeconomic status.
Family socioeconomic status was defined as household income and education level
(Bailey et al., 2004; Hebbeler et al., 2007).The family socioeconomic variables are
selected from the Wave 1 data. The respondent’s highest educational degree is
operationalized into three categories: (1) less than high school, (2) high school (e.g.,
diploma, GED), (3) more than high school (e.g., nursing certificate, vocational tech
certificate, associate degree, 4-year-college, master, and professional degree). The total
household income represents the caregiver’s self-report of the combined income of all
family members from all sources in the previous 12 months.
Child disability.
Child disability is measured by a set of questions from the NSCAW II projectdeveloped questionnaire answered by current caregivers about services regarding child
health and disability status. These 13 questions asked what special learning problems or
special needs the child had. These problems included (1) autism, (2) deafness, (3)
emotional disturbance, (4) hearing impairment, (5) mental retardation, (6) multiple
disabilities, (7) orthopedic impairment, (8) specific learning disability, (9) speech or
language impairment, (10) traumatic brain injury, (11) visual impairment, (12) other
problem (e.g., ADHD, asthma), and (13) developmental delay. This study computes these
13 variables into a composite variable to indicate the degree of disability of the child. A
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higher number of problems reported by the current caregivers indicates more severe
health or disability conditions experienced by the child.
Control Variables
Part C EI services are time-limited, serving only infants and toddler from birth to 36
months old. As a result, the age of a child who starts receiving EI services will affect his
or her maximum time participating in the services. Children start receiving EI services at
various ages. In order to avoid the influence of child age on the length of time
participating in EI services, this study includes child age (months) as a control variable.
Additionally, children and families involved in CW usually receive varying types of
interventions (e.g., early childhood education, parenting program) to ensure their wellbeing (Wulczyn et al., 2005). For instance, Barth and colleagues indicate that about 30%
of the caregivers who remained in the home with their children received at least one
parent training service (Barth et al., 2005). In order to accurately evaluate the main effect
of Part C EI services on the outcome variables, this study controls the following three
factors: (1) child age, (1) non-Part C EI early childhood intervention services that target
children younger than three years old, and (3) parenting class, any parenting services
provided by CW.
Child age.
Child age is selected from the Wave 1 data and is operationalized in month.
Non-Part C early childhood intervention.
In the caregiver module at the Wave 1 data, the child’s current caregiver was asked
whether the child is currently in any type of day care program (center-based program)
including a Head Start program, nursery school, or early childhood development
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program. When the caregivers responded yes to this question, this study categorizes these
children as having early childhood intervention services at the time of interview. This
study computes these 4 variables into a composite variable to indicate the number of nonPart C EI services received by caregivers.
Parenting intervention.
Four questions regarding parenting services provided to caregivers in the Wave 1
caseworker module are selected to operationalize parenting intervention. These
intervention services include (1) intensive family preservation or reunification services
(at least six to eight hours per week), (2) services to prevent out-of-home placement
(similar to intensive family preservation services but fewer hours per week or longer
duration), (3) non-intensive home-based services (e.g., monitoring services), and (4)
home-based or community-based parenting skills training programs (e.g., learning
appropriate developmental expectations, providing medical care, developing effective
feeding/sleeping/toileting routines, parent-child communication). This study computes
these four questions into a composite variable in order to indicate the intensity of
parenting training received by the respondents.
Potential Risk Factors Associated with Poor Well-being
Due to the low rate of participation in IDEA part C EI programs and caseworkers’
struggles with identifying infants and toddlers’ developmental issues, this study aims to
explore risk factors associated with poor child and family well-being outcomes in CW.
Risk factors include child, family, and maltreatment characteristics (Dicker & Gordon,
2006; Horwitz et al., 2000; McCrae et al., 2011; Palusci, 2011; Rosenberg et al., 2007;
Robinson & Rosenberg, 2004; Scarborough & McCrae, 2008; Stahmer et al., 2008).
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Child and family demographic characteristics.
Child and family characteristic were selected from the child and caregiver’s modules
through the Wave 1 data. Child demographics include gender, age, race (i.e., black,
white, and Hispanic), and disability condition. Child age were regrouped into three
categories, (1) 0 to11 months, (2) 12 to 23 months, and (3) 24 to 35 months. Family
demographics include gender, age, race, education, family income, marital status, and
employment status. Caregiver age (year) is regrouped into three categories, including (1)
0 to 25, (2) 26 to 45, and (3) more than 46. Caregiver race was regrouped into three
categories: (1) black, (2) white, and (3) Hispanic. Caregiver education was regrouped into
three categories: (1) less than high school, (2) high school, and (3) more than high school.
Family income is examined through the federal poverty level. The federal poverty level is
categorized as: (1) less than 50%, (2) between 50% and less than or equal to 100%, (3)
between 100% and 200%, and (4) greater than 200%. The family’s federal poverty level
was calculated based on caregiver household income using the 2009 Department of
Health and Human Services poverty level guidelines (Dolan et al., 2011). Marital status
was regrouped into three categories: (1) married, and (2) others (i.e., divorced, separated,
and widowed), and (3) never being married. Employment status was recoded in to three
categories: (1) full-time, (2) part-time, and (3) not working (i.e., unemployed, don’t work,
and others).
Maltreatment characteristics.
The maltreatment characteristics were selected from the caseworker module through
the Wave 1 data, including substantiation status, placement type, the level of child
maltreatment (i.e., level of harm and level of severity), and family rick factors.
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Substantiation status is a dichotomous variable (e.g., yes and no). Child placement type
was recoded into three categories: (1) in-home care (i.e., bio and adopted parents), (2)
kinship care (i.e., formal and informal), and (3) foster care (i.e., foster home, group home
and others). The level of child maltreatment includes two factors: level of harm and level
of severity. For instance, to measure the level of harm, caseworkers were asked about
how they would describe the level of harm to the child regardless of the outcome of the
investigation. The severity contains four categories: (1) none, (2) mild, (3) moderate, and
(4) severe. Family risk factors include history of child abuse and neglect, high stress in
family, low social support, active domestic violence, and financial hardship ( e.g., having
trouble paying for necessities). All of the risk factors are dichotomous variables (i.e., yes
and no).
Conceptual Model
Suggested by the literature review, this study model includes moderator and control
variables along with independent and dependent variables. The conceptual model
illustrates the study variables as shown in Figure 1. The study hypotheses are explicitly
discussed in the following.
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Figure 1. Concept Model
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Table 1
Coding Scheme of Dependent Variables
Level of

Range

Instruments

Measurement
Child well-being
Cognitive Development

Language Development

Ratio

Ratio

55 -

Battelle Developmental

145

Inventory-2

50 -

Preschool Language Scale-3

145
Adaptive Skills

Ratio

The Vineland Screener 0-2

Daily Living Skill 0-2

0 - 77

Socialization skill 0-2

0 - 100

Behavioral Development

Ratio

0 - 200

The child Behavior Checklist
1.5-5

Family well-being
Child/Caregiver Interaction

Ratio

0 - 18

The Home-Short Form <3

Note. Data were drawn from Wave 1 and Wave 2 unweighted data.

Table 2
Coding Scheme of Independent Variables
Level of

Range

Key

Measurement
Question 1

Nominal

1-4

1 = Substantiated case and participating in
EI
2 = Substantiated case and nonparticipating in EI
3 = Non-substantiated case and
participating in EI,
4 = Non-substantiated case and nonparticipating in EI
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1-2

Question 2

1 = Children who participated in EI
services at Wave 1 and Wave 2
2 = Children who had been classified as
needing learning/developmental
services by caregivers or caseworkers
at Wave1 and Wave 2 but did not
receive EI services at Wave 1 and
Wave 2

Questions 3-1

Nominal

1-2

1 = Children with substantiated cases who
participated in Part C programs at
Wave 1 and Wave 2
2 = Children with substantiated cases who
did not participate in Part C programs
at Wave 1 and Wave 2.

Questions 3-2

Nominal

1-2

1 = Children with non-substantiated cases
who participated in Part C programs
at Wave 1 and Wave 2
2 = Children with non-substantiated cases
who did not participate in Part C
programs at Wave 1 and Wave 2.

Questions 4
Child Gender

Nominal

1-2

1 = male
2 = female

Child Age

Ordinal

1-3

(month)

1 = 0 - 11
2 = 12 - 23
3 = 24 - 35

Child Race

Nominal

1-3

1 = black
2 = Hispanic
3 = white

Caregiver
Gender

Nominal

1-2

1 = male
2 = female
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Caregiver Age

Ordinal

1-3

(year)

1 = 0 - 25
2 = 26 - 45
3 = > 46

Caregiver Race

Nominal

1-3

1 = black
2 = Hispanic
3 = white

Income

Ordinal

1-4

1 = > 200%
2 > 100 ≤ 200%
3 ≥ 50 ≤ 100
4 < 50

Education

Ordinal

1-3

1 = less than high school
2 = high school
3 = more than high school

Marital Status

Nominal

1-3

1 = married
2 = others
3 = never being married

Employment

Nominal

1 = full-time

Status

2 = part-time
3 = not working

Substantiation

Nominal

0-1

Status
Level of harm

0 = no
1 = yes

Ordinal

1-4

1 = severe
2 = moderate
3 = mild
4 = none

Level of

Nominal

1-4

severity

1 = severe
2 = moderate
3 = mild
4 = none

History of
CAN

Nominal

0-1

0 = no
1 = yes
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High stress in

Nominal

0-1

0 = no

family
Low social

1 = yes
Nominal

0-1

0 = no

support
Financial

1 = yes
Nominal

0-1

0 = no

hardship
Active DV

1 = yes
Nominal

0-1

0 = no
1 = yes

Note. Data were drawn from Wave 1 and Wave 2 unweighted data; CAN = child abuse
and neglect; DV = domestic violence.

Table 3
Coding Scheme of Moderator and Control Variables for Question 1 and Questions 2
Level of

Range

Measurement

1-3

1 = less than high school

Measurement
Moderator Variables
Caregiver Education

Ordinal

2 = high school
3 = more than high school
Family Income

ratio

1 - 999,997

Child Disability

Interval

0 - 13

Control Variables
Non-Part C EI programs Nominal

1-2

1 = yes
2 = no

Parenting Program

Interval

0-4

Child Age (month)

Ratio

0 - 35

Note. Data were drawn from Wave 1 and Wave 2 unweighted data.
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Study Hypotheses
The following hypotheses are supported by the literature review.


Ho1: There will be differences in child and family outcomes in terms of Part C
participation status and substantiation status.


Ho1a: Child’s cognitive development will differ in terms of Part C
participation status and substantiation status.



Ho1b: Child’s language development will differ in terms of Part C
participation status and substantiation status.



Ho1c: Child’s daily living skills will differ in terms of Part C participation
status and substantiation status.



Ho1d: Child’s socialization skills will differ in terms of Part C
participation status and substantiation status.



Ho1e: Child’s behavioral development will differ in terms of Part C
participation status and substantiation status.



Ho1f: The quality of child and caregiver interaction will differ in terms of
Part C participation status and substantiation status.



Ho2: Child and family well-being outcomes of Part C participants will be better
than non-Part C participants who were classified as needing
learning/developmental services)


Ho2a: Cognitive development of part C participants will be better than
non-Part C participants who were classified as needing
learning/developmental services.
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Ho2b: Language development of part C participants will be better than
non-Part C participants who were classified as needing
learning/developmental services.



Ho2c: Daily living skills of part C participants will be better than non-Part
C participants who were classified as needing learning/developmental
services.



Ho2d: Socialization skills of part C participants will be better than nonPart C participants who were classified as needing learning/developmental
services.



Ho2e: Behavioral development of part C participants will be better than
non-Part C participants who were classified as needing
learning/developmental services.



Ho2f: The quality of child and caregiver interaction of Part C participants
will be better than non-Part C participants who were classified as needing
learning or developmental services.



Ho3: There will be differences in child and family well-being outcome changes
from Wave 1 to Wave 2 in terms of Part C participation status and substantiation
status.


Ho3a: Changes in cognitive development from Wave 1 to Wave 2 will
differ in terms of Part C participation status and substantiation status.



Ho3b: Changes in language development from Wave 1 to Wave 2 will
differ in terms of Part C participation status and substantiation status.
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Ho3c: Changes in daily living skills from Wave 1 to Wave 2 will differ in
terms of Part C participation status and substantiation status.



Ho3d: Changes in socialization skills from Wave 1 to Wave 2 will differ
in terms of Part C participation status and substantiation status.



Ho3e: Changes in behavioral development from Wave 1 to Wave 2 will
differ in terms of Part C participation status and substantiation status.



Ho3f: Changes in child and caregiver interaction from Wave 1 to Wave 2
will differ in terms of Part C participation status and substantiation status.



H04: There will be risk factors associated with poor child and family well-being
outcomes in CW.


Ho4a: There will be risk factors associated with poor cognitive
development.



Ho4b: There will be risk factors associated with poor language
development.



Ho4c: There will be risk factors associated with poor daily living skills.



Ho4d: There will be risk factors associated with poor socialization skills.



Ho4e: There will be risk factors associated with poor behavioral
development.



Ho4f: There will be risk factors associated with poor quality of child and
caregiver interaction.
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Data Analysis
This study used the Wave 1 and Wave 2 data from the restricted version of NSCAW II
and selects variables from child, caregiver, and caseworker modules to operationalize the
study variables. Every variable of NSCAW II had an analysis weight. This study
analyzed the unweighted data by using the IBM Statistical Package for Social Sciences
23 (SPSS). This study conducted several statistical analyses to address the research
questions. This study used descriptive statistics (e.g., frequency distribution) to examine
the data. Chi-Square and ANOVA analyses were used to examine the correlations and
mean differences among the study variables. Data was screened to ensure that
assumptions were met and issues were remedied before proceeding with ANCOVA, splitplot ANOVA, and. For the first two research questions, ANCOVA analyses were
employed to examine the effects of independent variables on dependent variables by
controlling moderating and control variables. For the third research question, split-plot
ANOVA analyses were conducted to examine outcome changes from Wave 1 to Wave 2
between the two groups. For the fourth research question, GLM was conducted to
examine the relationship between predictors and outcome variables.
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Chapter Four: Results
This chapter contains the statistical analyses and results of this study. The following
sections start with the sample descriptive information (demographic and maltreated
characteristics) and a brief overview of children’s substantiation status in terms of their
identified learning and developmental needs and IDEA Part C participation status. The
remainder of the chapter outlines research questions. All statistical analyses were
conducted with the unweighted data of NSCAW II by using the IBM Statistical Package
for Social Sciences 23 (SPSS).
Sample Description
The NSCAW II data contains a total of 5,873 children aged from birth to 17.5 years.
Half of these children were younger than age of three (n = 2,937). Children younger than
the age of three were the targeted samples addressed in this study. As shown in Table 4,
the majority of these young children were less than one-year-old (62.8%). More than half
of these young children were female (52.4%), and the leading race was non-Hispanic
black (34%). More than 60% of these young children’s caregivers were between 20 to 39
years old. The largest group of caregivers was white (40.6%). Caregivers were
predominantly female (94.6%). Regarding caregivers’ marital status, 42.5 % had never
been married, this was followed by married couples (35.8%), and divorced caregivers
(11.7%). Regarding these children’s involvement in CW, 71.6% were substantiated cases
and more than half of the sample were placed with their biological parents.
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Table 4
Characteristics of Children Younger than Three Years of Age and Caregivers at Baseline
n (%)
Child
Age (month)
0 - 11
12 - 23
24 - 35
Gender
Female
Male
Race/ethnicity
Black/Non-Hispanic
White/Non-Hispanic
Hispanic
Other
Caregiver
Age (year)
0 - 19
20 - 39
40 - 59
> 60
Gender
Female
Male
Race
Black
White
Hispanic
Other
Education
< High School
High School
> High School
Marital status
Married
Separated
Divorced
Widowed
Never been married
Employment status
Full-time
Part-time
Unemployed
Do not work

1,845 (62.8)
763 (26.0)
329 (11.2)
1,538 (52.4)
1,399 (47.6)
1,000 (34.0)
876 (29.8)
878 (29.9)
169 (5.8)

196 (6.70)
1,764 (60.6)
273 (27.5)
152 (5.20)
2,777 (94.6)
156 (5.30)
881 (30.0)
1,193 (40.6)
699 (23.8)
153 (5.20)
782 (26.7)
1,197 (40.8)
954 (32.5)
1,050 (35.8)
215 (7.30)
344 (11.7)
72 (2.50)
1,248 (42.5)
845 (28.8)
435 (14.8)
503 (17.1)
1,026 (34.9)
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Substantiation status
Yes
No
Placement
In-home w/ bio parent
In-home w/ adaptive parent
Formal kin care
Informal kin care
Foster care
Group home/ residential program
Other OOH Arrangement
Note. Wave1/unweighted data; Other race includes Indian American,

2,079 (71.6)
824 (28.4)
1,599 (53.1)
27 (0.90)
281 (9.6)
319 (10.9)
735 (25.0)
4 (0.1)
12 (0.4)

Asian/Hawaiian/Pacific islanders.
Out of 2937 children younger than the age of three, 71.6% were substantiated cases (n
= 2, 079) and 28.4% were non-substantiated cases of child maltreatment (n = 824). More
than half of these children were not suspected by caseworkers to have learning or
developmental problems (n = 1,510). Of the remaining children, 16.9% were reported to
be in need of services to further identify their learning problems or developmental
disabilities (n = 495), 17.7% of the children’s well-being could not be determined by
caseworkers (n = 519), and 14.1% were unknown (e.g., caregivers refused to answer or
were not interviewed). About 19.8% of the children were referred to services by
caseworkers in order to identify their possible learning problems or developmental
disabilities (n = 582), and 14% were reported to already receive Part C services (n = 407)
by caseworkers at the baseline interview.
Substantiation Status and Children’s Learning/Developmental Issues Addressed by
Caseworkers
Table 5 demonstrates the percentages of substantiation status and the ways that
caseworkers addressed children’s learning/developmental issues at baseline. About 21%
of children with a substantiated case were referred to services for identifying their
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learning or developmental issues. Several questions (e.g., the child enrolled in the
service, services were not available, the service could not be financed) were given to
caseworkers about their reasons for not making referrals to address children’s
developmental/learning issues. However, no answers for those questions were contained
in the dataset. The data only showed that 22 out of the 2,079 substantiated cases already
received services. Based on the results of Chi-Square analyses, children with
substantiated cases were more likely to be suspected by caseworkers to have learning or
developmental problems (χ2 = 19.20, df = 1, p < .0001), were more likely to be referred
to services to address their developmental issues (χ2 = 41.58, df = 1, p < .0001), and
were more likely to receive Part C services (χ2 = 99.87, df = 1, p < .0001).
Table 5
Learning/Developmental Issues based on Substantiation Status Addressed by
Caseworkers at Baseline

The child was suspected to need

Substantiated

Non-Substantiated

Cases

Cases

n (%)

n (%)

384 (18.5)

108 (13.1)

454 (21.8)

126 (15.3)

334 (16.0)

69 (8.4)

services to identify learning or
developmental problems***
The child was referred to identify
learning or developmental problems***
The child received Part C
services***
Note. Wave1/unweighted data.
*** P < .001
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Substantiation Status and Part C Participation Status
According to Table 6, children with substantiated cases appeared to have a higher Part
C participation rate than those without substantiated cases in both caseworker and
caregiver modules. Specifically, the result of chi-square indicated that children with a
substantiated case were more likely to be Part C participants (χ2 = 99.87, df = 1, p
< .001). In the caseworker module, Part C participation rates among children with
substantiated cases decreased from Wave 1 to Wave 2 (16.1%, 11.7%). In the caregiver
module, by contrast, Part C participation rates increased from Wave 1 to Wave 2 (3.2%,
5.7%).
Table 6
Substantiation Status and Part C Participation Status
Part C Participants

Substantiated Cases

Non-Substantiated Cases

n (%)

n (%)

Wave 1***

334 (16.1)

69 (8.4)

Wave 2

224 (11.7)

77 (8.0)

Wave 1

67 (3.2)

12 (1.5)

Wave 2

119 (5.7)

31 (3.8)

Caseworker’s Module

Caregiver Module

Note. Wave1 and Wave 2/unweighted data.
p *** < .001
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Child and Family Well-being based on Substantiation Status
In Table 7 and 8, the results of ANOVA analyses demonstrated differences in children
and family well-being between children with and without a substantiated case in Wave 1
and Wave 2. As shown in Table 7, only adaptive skills and family-well-being were found
to be significantly different between children with and without substantiated cases. These
significant results include daily living skill 0-2 [F(1, 2,900) = 14.85, p < .0001],
socialization skill 0-2 [F(1, 2,900) = 30.39, p < .001], and child and caregiver interaction
[F(1, 2,899) = 5.01, p < .05]. Table 7 revealed that children with a substantiated case
demonstrated overall lower well-being scores at Wave 1 than those without a
substantiated case. The mean of all the well-being outcomes of children with a
substantiated case were lower than the average mean of the total sample, while the mean
of those without a substantiated case are higher than the average mean of the total
sample.
Similarity, in Table 8, children with substantiated cases demonstrated lower wellbeing outcomes than those without substantiated cases, except for behavioral
development. In addition, all of the well-being mean scores of children with substantiated
cases were lower than the total sample’s average mean scores. As the results of ANOVA
analyses, the significant differences between these two groups of children included
language development [F(1, 2,219) = 3.88, p < .05] and daily living skill 0-2 [F(1, 2,195)
= 13.46, p < .001]. The small sample size of children’s behavioral development shown in
Table 7 was due to the age restriction of the CBCL instrument. This instrument only
measured children’s behavioral development from 15 months old to 5 years old. As a
result, children younger than 15 months old at Wave 1 were not assessed.
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According to Table 7 and Table 8, children’s overall cognitive and language
development decreased from Wave 1 to Wave 2, while children’s adaptive skills (i.e.,
daily living and socialization), behavioral development, and child and caregiver
interaction scores increased. At Wave 2, specifically, the cognitive and language scores
of all children were lower than the mean, which were about 1 standard deviation below
the mean (See Table 8).
Table 7
Child and Family Well-Being Outcomes Based on Substantiation Status at Wave 1

Total
n

M

Substantiated Cases
n

M

SD

Non-substantiated
Cases
n
M
SD

Cognitive Development

2,209 100.80

1,537

100.59

20.34

645

101.58

19.91

Language Development

2,334 91.15

1,616

90.77

17.74

689

92.24

18.01

Daily living ***

2,936 13.88

2,078

13.22

11.92

824

15.17

12.60

Socialization ***

2,936 27.75

2,078

26.93

12.37

824

29.78

12.95

522 36.50

348

36.87

22.60

165

35.98

23.64

2,935 13.59

2,078

13.51

2.92

823

13.77

2.62

Adaptive Skill

Behavioral Development
Child/Caregiver
interaction

Note. Wave 1/unweighted data; A low behavioral score means better behavioral
development. **p < .01, *** p < .001.
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Table 8
Child and Family Well-Being Outcomes Based on Substantiation Status at Wave 2

Total

n

M

Substantiated Cases

Non-substantiated
Cases

n

n

M

SD

M

SD

Cognitive Development

2,065 87.95

1,462

87.71 16.66

603 88.51

16.36

Language Development *

2,251 80.73

1,565

80.27 17.19

656 81.83

16.77

Daily living ***

2,197 27.99

1,581

27.34 13.58

616 29.67

12.95

Socialization

2,197 40.80

1,581

40.55 10.38

616 41.44

11.41

Behavioral Development

2,389 34.50

1,687 33.99

Child/Caregiver interaction

2,197 14.31

1,581

Adaptive Skill

14.31

21.08 702
2.72

35.71

22.01

616 14.32

2.50

Note. Wave 2/unweighted data; A low behavioral score means better behavioral
development.
* p < .05. *** p < .001.

Child and Family Well-being based on Part C Participation Status.
Tables 9 and 10 demonstrate mean differences in child and family well-being between
Part C participants and non-Part C participants. Overall, non-Part C participants appeared
to have higher scores than Part C participants at both waves. As results of ANOVA
analyses shown in Table 9, these two groups were found to be significantly different in
daily living skills [F(1, 1,509) = 15.98, p < .001], socialization skills [F(1, 1,509) =
12.93, p < .001], and behavioral development [F(1, 306) = 7.46, p < .01]. In other words,
the results indicated that non-Part C participants had better daily living, socialization, and
behavioral development than Part C participants at Wave 1. Similarly, the results of
ANOVA analyses shown in Table 10 indicated that these two groups were found to be
significantly different in language [F(1, 794) = 5.61, p < .05 ], daily living [F(1, 834) =
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11.86, p ≤ .001] and behavioral [F(1, 830) = 3.98, p < .05] development. The data
appeared to indicate that non-Part C participants had better language, daily living, and
behavioral development than Part C participants at Wave 2. Regardless of children’s Part
C participation status, children’s overall cognitive and language scores decreased from
Wave 1 to Wave 2, while the scores of other well-being outcomes increased.
Table 9
Child and Family Well-Being Outcomes Based on Part C Participation Status at Wave 1

With Part C Services
n
M
SD

Without Part C Services
n
M
SD

Cognitive Development

360

101.25

20.58

822

101.10

19.51

Language Development

382

90.38

18.24

868

91.96

18.11

Daily living ***

467

12.93

11.02

1,044

15.63

12.60

Socialization ***

467

27.20

12.32

1,044

29.76

12.98

82

43.60

27.60

226

35.31

21.90

467

13.71

2.79

1,044

13.91

2.67

Adaptive Skill

Behavioral Development **
Child/Caregiver interaction

Note. Wave 1/unweighted data; A low behavioral score means better behavioral
development.
**p < .01. *** p < .001.
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Table 10
Child and Family Well-Being Outcomes Based on Part C Participation Status at Wave 2

With Part C Services
n
M
SD

Without Part C Services
n
M
SD

Cognitive Development

338

86.68

16.68

418

88.66

15.78

Language Development *

350

79.63

17.10

446

82.44

16.27

Daily living ***

374

24.79

12.87

462

27.91

13.15

Socialization

374

39.42

11.51

462

40.63

10.39

373

36.34

23.35

459

33.29

20.56

374

14.34

2.84

462

14.46

2.61

Adaptive Skill

Behavioral Development*
Child/Caregiver
interaction

Note. Wave 2/unweighted data; A low behavioral score means better behavioral
development.
* p < .05. *** p ≤ .001.

Part C participation status and Substantiation Status based on Child Disability

Chi-Square analyses were conducted to examine for differences between child’s
disability conditions and Part C participation status, as well as for child’s disability
conditions and substantiation status. As shown in Table 11, children with one or more
disability conditions were more likely to be a substantiated case (χ2 = 6.66, df = 1, p
< .05), and were more likely to participate in Part C services, including Wave 1 (χ2 =
147.63, df = 1, p < .0001) and Wave 2 (χ2 = 178.60, df = 1, p < .0001).
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Table 11
Correlations between Child Disability Conditions and Part C Participation Status and
Substantiation Status
Child Disability Conditions
No

= < One

n (%)

n (%)

Part C Participation Status at W1***
Yes

394 (27.5)

73 (92.4)

1,038 (72.5)

6 (7.6)

Yes

303 (36.3)

143 (95.3)

No

531 (63.7)

7 (4.7)

2,013 (71.3)

66 (84.6)

812 (28.7)

12 (15.4)

No
Part C Participation Status at W2***

Substantiation Status *
Yes
No
Note. Wave 1 and Wave 2/unweighted data.
* p < .05. *** p < .001.

Research Question 1
Are there differences in child and family outcomes in terms of Part C participation status
and substantiation status, controlling for moderator and control variables?
This study operationalized the independent variables into four groups in terms of Part
C participation status and substantiation status, including: (1) substantiated case and
participation in Part C, (2) substantiated case and non-participation in Part C, (3) nonsubstantiated case and participation in Part C, and (4) non-substantiated case and nonparticipation in Part C. The Part C participation status and all other variables were drawn
from caregiver and caseworker modules through the Wave 2 data.
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ANCOVA analyses were conducted to examine the differences in child and family
well-being in terms of Part C participation status and substantiation status, by controlling
for moderator (i.e., caregiver education, family income, child disability) and control
variables (i.e., non-Part C early intervention programs, parenting classes). First,
preliminary checks were conducted to ensure that there was no violation of the
assumptions of normality, linearity, and homogeneity of variances. The correlations
among the covariates, including moderator and control variables, were examined and
they were found to not be strongly correlated with one another.
According to the results of the ANCOVA analyses, none of the six study models was
found to be significantly different (see Table 12 through Table 19). In Table 12, Group 1
(substantiated cases, Part C participants) had the lowest well-being scores on cognitive,
language, daily living, and socialization skills. Group 4 (non-substantiated cases and nonPart C participants) had the highest well-being scores, except for socialization skills (02). Group 3 (non-substantiated cases, Part C participants) had the poorest behavioral
development and child and caregiver interaction outcomes but the best socialization
skills. Overall, Part C participants appeared to have lower well-being scores than nonPart C participants, regardless of their substantiation status.

78

Table 12
ANCOVA Analyses on Child and Family Well-Being Outcomes Based on Substantiation
Status and Part C Participation Status at Wave 2

Group 1
n

M

Cognitive

216

86.74

Language

224

Daily living

Group 2
SD

Group 3

Group 4

n

M

SD

n

M

SD

n

M

SD

15.7

255

88.22

15.94

57

88.00

17.16

76

89.37

17.16

80.04

16.77

272

81.68

16.41

59

80.22

17.24

81

86.17

17.06

241

24.74

12.60

277

27.93

14.03

57

29.60

14.01

85

30.71

12.18

Socialization

241

39.69

10.78

277

41.10

10.48

57

42.89

11.84

85

42.51

10.10

Behavioral

235

35.62

22.74

283

33.88

21.33

64

37.81

24.71

82

30.44

18.05

Child/

241

14.60

2.73

277

14.50

2.68

57

14.11

2.46

85

14.89

2.26

Caregiver
Interaction

Note. Wave 2/unweighted data; A low behavioral score means better behavioral development.

Table 13
ANCOVA Analysis Examining Group Differences in Child Cognitive Development,
Controlling for Moderator and Control Variables
df

F

p

η2

Model

9

11.53

.000

.149

Caregiver Education *

1

4.81

.029

.008

Household Income *

1

4.20

.041

.007

Child Disability ***

1

50.24

.000

.078

Non-Part C EI program

1

3.32

.069

Parenting Class

1

2.98

.085

Child Age ***

1

17.77

.000

Compared Groups

3

1.29

.276

Note. Wave 2/unweighted data.
* p < .05. *** p < .001.
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Table 14
ANCOVA Analysis Examining Group Differences in Child Language Development,
Controlling for Moderator and Control Variables
df

F

p

η2

Model

9

7.18

.000

.094

Caregiver Education *

1

4.89

.027

.008

Household Income

1

2.23

.136

Child Disability ***

1

47.31

.000

Non-Part C EI program

1

0.64

.423

Parenting Class

1

1.14

.286

Child Age

1

0.17

.680

Compared Groups

3

1.87

.133

.070

Note. Wave 2/unweighted data.
* p < .05. *** p < .001.

Table 15
ANCOVA Analysis Examining Group Differences in Child Daily Living Skill, Controlling
for Moderator and Control Variables
df

F

p

η2

Model

9

49.47

.000

.407

Caregiver Education

1

0.55

.460

Household Income **

1

8.23

.004

.012

Child Disability ***

1

69.16

.000

.096

Non-Part C EI program

1

0.73

.393

Parenting Class

1

0.67

.414

Child Age ***

1

326.06

.000

Compared Groups

3

0.64

.587

Note. Wave 2/unweighted data.
* p < .05. *** p < .001.
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Table 16
ANCOVA Analysis Examining Group Differences in Child Socialization Skill, Controlling
for Moderator and Control Variables
df

F

p

η2

Model

9

17.17

.000

.192

Caregiver Education *

1

4.62

.032

.007

Household Income

1

1.54

.215

Child Disability ***

1

52.13

.000

.074

Non-Part C EI program **

1

5.88

.016

.009

Parenting Class

1

0.00

.991

Child Age ***

1

85.88

.000

Compared Groups

3

1.09

.354

.117

Note. Wave 2/unweighted data.
* p < .05. *** p < .001.

Table 17
ANCOVA Analysis Examining Group Differences in Child Behavioral Development,
Controlling for Moderator and Control Variables
df

F

p

η2

Model

9

13.95

.000

.161

Caregiver Education

1

0.16

.690

Household Income

1

1.70

.193

Child Disability ***

1

75.04

.000

Non-Part C EI program

1

0.99

.320

Parenting Class **

1

7.15

.008

.011

Child Age ***

1

18.27

.000

.027

Compared Groups

3

1.73

.159

Note. Wave 2/unweighted data; A low behavioral score means better behavioral
development.
* p < .05. ** p < .01. *** p < .001.
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Table 18
ANCOVA Analysis Examining Group Differences in Child and Caregiver Interaction,
Controlling for Moderator and Control Variables
df

F

p

η2

Model

9

2.89

.002

.038

Caregiver Education

1

2.79

.095

Household Income *

1

4.48

.035

Child Disability

1

3.35

.068

Non-Part C EI program

1

1.69

.194

Parenting class **

1

7.34

.007

Child Age

1

0.27

.603

Compared Groups

3

0.79

.499

.007

.011

Note. Wave 2/unweighted data.
* p < .05. ** p < .01.
Although all of the study models were insignificant, moderator and control variables
were significant factors in some of the models (See Table 19). Overall, child disability
was a significant factor, which negatively influenced most of the study models, except for
child and caregiver interaction (0-2). Caregiver’s education was found to be a significant
factor for cognitive development (p = .029, η2 = .008), language development (p = .027,
η2 = .008), and socialization skill (0-2) (p = .032, η2 = .007). These results indicated that
higher levels of caregivers’ education were associated with higher scores in child
cognitive development (β = 1.97), language development (β = 2.07), and socialization (β
= 1.19). Household annual income was found to significantly affect cognitive
development (p = .041, η2 = .007), daily living (0-2) (p = .004, η2 = .012), and child and
caregiver interaction (p = .035, η2 = .007). These results indicated that a higher household
income was associated with higher scores in child cognitive development (β = 2.49) and
child and caregiver interaction (β = 4.28), but was associated with low scores in daily
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living skill (0-2) (β = -2.38). Participation in non-Part C EI programs was only found to
significantly and negatively influence socialization skill (p = .016, η2 = .009). This result
indicated that the greater participation in non-Part C EI programs was associated with
lower socialization scores (β = -1.97). Further, the number of parenting classes was
negatively associated with behavioral development (p = .008, η2 = .011) and the quality
of child and caregiver interaction (p = .007, η2 = .011). In other words, a higher number
of parenting classes resulted in poor behavioral outcomes (β = 1.91) and lower child and
caregiver interaction outcomes (β = -.26). Child age had significant effects on cognitive
development (p < .000, η2 = .029), daily living skill (p < .000, η2 = .334), socialization
skill (p < .000, η2 = .117), and behavioral development (p < .000, η2 = .027). Greater
child age resulted in lower cognitive (β = -.44) and behavioral outcomes (β = .56);
conversely, lower child age resulted in better daily living skills (β = 1.63) and
socialization skills (β = .78).
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Table 19
Significant Main Effects of Covariate Variables on Child and Family Well-Being
Outcomes
Caregiver

Household

Child

Non-

Parenting

Child

Education

Income

Disability

Part C

Class

Age

EI
Cognitive

*

Language

*

*

*

*

*

Adaptive Skills
Daily Living
Socialization

*

*

*

*

Behavioral
Child/Caregiver

*
*

*
*

*
*

*

*

Interaction

Research Question 2
Are there differences in child and family well-being outcomes between Part C
participants and non-Part C participants who were classified as needing learning or
developmental services, controlling for moderator and control variables?
These two groups of children were operationalized as: (1) Part C participants:
children who participated in Part C EI services at Wave 1 or Wave 2, and (2) non-Part C
participants: children who had been classified as needing learning or developmental
services by caregivers or caseworkers at Wave 1 and Wave 2 but did not receive Part C
services at Wave 1 and Wave 2. Group 2’s need (non-Part C participants) for learning or
developmental services was based on caregivers or caseworkers’ reports about whether
they think the child has been in need of special education classes or services in the last 12
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months. Group 2 consists of those who were reported to be in need of special education
classes or services at Wave 1 and Wave 2 but did not receive Part C services at either
wave. All study variables were drawn from caregiver and caseworker models. The
independent variable was selected from the Wave 1 and Wave 2 data. The moderator and
control variables were drawn from the Wave 1 data, while the outcome variables were
only drawn from the Wave 2 data. ANCOVA analyses were conducted to examine the
mean differences between these groups’ child and family well-being outcomes, by
controlling for moderator and control variables.
Preliminary checks were conducted to ensure that there was no violation of the
assumptions of normality, linearity, outliners, and homogeneity of variances. The
correlations among the covariates, including moderator and control variables were
examined and they were found to not be strongly correlated with one another. As shown
in Table 20, all of Part C participants’ well-being outcomes were higher than non-Part C
participants. The results of ANCOVA analyses are shown in Table 21 through Table 26.
Half of the six models were found to be significantly different, including language [F(1,
537) = 12.48, p < .001, η2 = .023], daily living skill (0-2) [F(1, 530) = 5.93, p = .015, η2
= .011], and socialization skill (0-2) [F(1, 530) = 8.58, p = .004, η2 = .016].

85

Table 20
Summary of Well-Being Outcomes of Part C Participants and Non-Part C Participants

Part C Participants
n
M
SD

Non-Part C Participants
n
M
SD

Cognitive Development

421

87.14

15.89

103

83.66

16.68

Language Development ***

437

80.30

16.82

108

74.60

15.77

Daily living **

447

26.50

13.35

91

23.80

13.45

Socialization **

447

40.80

10.75

91

37.53

11.59

Behavioral Development

469

35.08

20.60

118

39.28

26.33

Child/Caregiver interaction

447

14.47

2.75

91

14.01

2.98

Adaptive Skills

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. *** p < .001.

As shown in Table 21, there was no significant difference in child cognitive
development between Part C participants and non-Part C participants, although the Part C
participants demonstrate better cognitive outcomes (M = 87.14, M = 83.66). Child
disabilities (β = -3.63), non-Part C EI programs (β = -3.75), and child age (β = -.36) were
found to negatively affect child cognitive development. These results indicated that a
lower number of child disabilities, a lower number of non-Part C EI programs, and a
younger child age were associated with higher cognitive development outcomes.
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Table 21
ANCOVA Analysis Examining Part C Participation Status in Child Cognitive
Development, Controlling for Moderator and Control Variables
df

F

p

η2

Model

7

7.42

.000

.091

Caregiver Education

1

0.49

.483

Household Income

1

0.75

.388

Child Disability ***

1

15.23

.000

.029

Non-Part C EI program *

1

5.94

.015

.011

Parenting Class

1

0.00

.986

Child Age ***

1

13.31

.000

Compared Groups

1

2.03

.155

.025

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. *** p < .001.

As shown in Table 22, language development was significantly different between Part
C participants and non-Part C participants (M = 80.30, M = 74.60). This result indicated
that Part C participants had better language developmental outcomes than non-Part C
participants who were classified as needing learning/developmental services [F(1, 537) =
14.48, p < .001, η2 = .023]. Household annual income (β = 3.70) and child disability (β =
-3.86) were found to significantly affect child’s language development. These results
indicate that higher household income resulted in higher language development and a
higher number of child disabilities resulted in lower language development.
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Table 22
ANCOVA Analysis Examining Part C Participation Status in Child Language
Development, Controlling for Moderator and Control Variables
df

F

p

η2
.064

Model

7

5.27

.000

Caregiver Education

1

0.14

.706

Household Income *

1

4.86

.028

.009

Child Disability ***

1

16.82

.000

.030

Non-Part C EI program

1

2.50

.116

Parenting Class

1

0.70

.402

Child Age

1

0.63

.429

Compared Groups ***

1

12.48

.000

.023

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. *** p < .001.

As shown in Table 23 and 24, adaptive skills 0-2 (i.e., daily living (M = 26.50, M =
23.80) and socialization (M = 40.80.31, M = 37.53) were significantly different between
Part C participants and non-Part C participants. These results showed that Part C
participants had better adaptive skills than non-Part C participants who were classified as
needing learning/developmental services [F(1, 530) = 5.93, p = .015, η2 = .011], [F(1,
530) = 8.58, p = .004, η2 = .016]. Daily living skill 0-2, household annual income (β = 2.80), child disability (β = -3.77), non-Part C EI program (β = -3.30), and child age (β =
1.19) were found to be significant covariates. In other words, a lower household annual
income, a lower number of child disabilities, a lower number of non-Part C EI programs,
and a greater child age were associated with better daily living skills. For socialization
skill (0-2), the number of child disabilities (β = -164), the number of non-Part C EI
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programs (β = -2.43), and child age (β = 0.65) were found be to be significant covariates.
In other words, a lower number of child disabilities, a lower number of non-Part C EI
programs, and a greater child age resulted in higher socialization skills.
Table 23
ANCOVA Analysis Examining Part C Participation Status in Child Daily Living Skill,
Controlling for Moderator and Control Variables
df

F

p

η2
.210

Model

7

20.08

.000

Caregiver Education

1

0.68

.409

Household Income **

1

5.77

.017

.011

Child Disability ***

1

19.02

.000

.035

Non-Part C EI program **

1

7.38

.007

.014

Parenting Class

1

0.00

.986

Child Age ***

1

102.96

.000

.163

Compared Groups *

1

5.93

.015

.011

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01. *** p < .001.
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Table 24
ANCOVA Analysis Examining Part C Participation Status in Child Socialization Skill,
Controlling for Moderator and Control Variables
df

F

p

η2

Model

7

8.37

.000

.100

Caregiver Education

1

1.87

.172

Household Income

1

0.01

.977

Child Disability *

1

4.68

.031

.009

Non-Part C EI program *

1

5.23

.023

.010

Parenting Class

1

0.07

.778

Child Age ***

1

40.46

.000

.071

Compared Groups **

1

8.58

.004

.016

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01. *** p < .001.

As shown in Table 25, there was no significant difference in child behavioral
development between Part C participants and non-Part C participants, although the Part C
participants demonstrated better behavioral outcomes (M = 35.08, M = 39.28). Some of
the covariates were found to significantly affect children’s behavioral outcomes,
including household annual income (β = -6.42), child disability (β = 4.57), and child age
(β = .33). These results indicated that a higher household annual income, a lower number
of child disabilities, and a lower child age were associated with better behavioral
outcomes.
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Table 25
ANCOVA Analysis Examining Part C Participation Status in Child Behavioral
Development, Controlling for Moderator and Control Variables
df

F

p

η2

Model

7

7.24

.000

.080

Caregiver Education

1

0.12

.729

Household Income **

1

8.82

.003

.015

Child Disability ***

1

16.44

.000

.028

Non-Part C EI program

1

3.12

.078

Parenting Class

1

0.95

.329

Child Age **

1

9.28

.002

Compared Groups

1

2.41

.121

.016

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01. *** p < .001.

As shown in Table 26, child and caregiver interaction (0-2) was not found to be
significantly different between Part C participants and non-Part C participants, although
the mean score of Part C participants was better than non-Part C participants who were
classified as needing learning/developmental services (M = 14.47, M = 14.01). Four
covariates were found to significantly affect the quality of child and caregiver interaction,
including household annual income (β = 8.67), child disability (β = -0.46), non-Part C EI
program (β = -0.75), and child age (β = -0.07). These results indicated that a higher
household annual income, a lower number of child disabilities, and a lower child age
resulted in better quality of child and caregiver interaction.
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Table 26
ANCOVA Analysis Examining Part C Participation Status in Child and Caregiver
Interaction, Controlling for Moderator and Control Variables
df

F

p

η2

Model

7

6.25

.000

.076

Caregiver Education

1

1.86

.173

Household Income **

1

10.89

.001

.020

Child Disability **

1

5.49

.020

.010

Non-Part C EI program **

1

7.58

.006

.014

Parenting Class

1

0.05

.830

Child Age **

1

7.94

.005

Compared Group

1

1.69

.194

.015

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01. *** p < .001.

In addition to the significant models described earlier in this section, some of the
moderator and control variables were found to be significant factors in some of the
models as shown in Table 27. Caregiver education and participation in parenting classes
were the only two covariates that did not have significant influence on all outcome
variables. On the other hand, child disability had negative associations with all of the
child and family well-being outcomes, by demonstrating a varying degree of influences.
For instance, child disability had negative effects on all of the well-being outcomes,
including cognitive development (β = -3.63), language development (β = -3.86), daily
living skills (β = -3.77), socialization skills (β = -1.64), behavioral development (β =
4.57), and child and caregiver interaction (β = -0.46). Household annual income
positively affected language development (β =3.70), behavioral development (β = -6.42),
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and child and caregiver interaction (β = 8.67), but had negative effects on daily living
skills (0-2) (β = -2.80). Participation in non-part C early intervention programs
demonstrated negative effects on cognitive development (β = -3.75), daily living skills (β
= -3.30), socialization skills (β = -2.43) and child and caregiver interaction (β = -0.75).
Child age was found to positively affect daily living skills (β = 1.19) and socialization
skills (β = 0.65), but negatively affected cognitive development (β = -0.36), behavioral
development (β = 0.33), and child and caregiver interaction (β = -0.07).

Table 27
Significant Main Effects of Covariate Variables on Child and Family Well-Being
Outcomes
Caregiver

Household

Child

Non-Part

Parenting

Child

Education

Income

Disability

C EI

Class

Age

*

*

*

Cognitive
Language

*

*

*

*

*

*

*

*

*

Adaptive Skills
Daily Living
Socialization
Behavioral

*

*

Child/Caregiver

*

*

*
*

Interaction
Note. A low behavioral score means better behavioral development.
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*

Research Question 3
Are there differences in child and family well-being outcome changes from Wave 1 to
Wave 2 in terms of Part C participation status and substantiation status?
This study examined Question 3 through two sub-questions. The first sub-question
analyzed outcome changes from Wave 1 to Wave 2 between Part C participants with
substantiated cases and non-Part C participants with substantiated cases. The second subquestion analyzed outcome changes from Wave 1 to Wave 2 between Part C participants
without substantiated cases and non-Part C participants without substantiated cases. Splitplot ANOVA analyses were conducted to examine outcome changes from Wave 1 to
Wave 2 between two groups.
Q3-1:
Are there differences in child and family well-being outcome changes from Wave
1 to Wave 2 between Part C participants with substantiated cases and non-Part C
participants with substantiated cases?
This study operationalized the independent variable into two groups: (1) children with
substantiated cases who participated in Part C programs at Wave 1 and Wave 2 and (2)
children with substantiated cases who did not participate in Part C programs at Wave 1
and Wave 2. All study variables were drawn from caregiver and caseworker modules
through Wave 1 and Wave 2 data.
As results of split-plot ANOVA analyses, none of the six models were found to
significantly differ in terms of well-being changes from Wave 1 and Wave 2 between the
two groups (see Table 28). Despite the insignificant findings, some of the outcome
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changes in Group 1 are found to significantly differ between Wave 1 and Wave 2,
including cognitive development [F(1,147) = 75.84, p < .001, η2 = .340], language
development [F(1,163) = 23.12, p < .001, η2 = .124], daily living skill (0-2) [F(1,187) =
366.71, p < .001, η2 = .662], and socialization skill (0-2) [F(1,9) = 7.13, p = .015, η2
= .273]. These results indicate that the decrease in Group 1’s cognitive and language
development from Wave 1 to Wave 2 is statistically significant, and the increase in
Group 1’s daily living and socialization skills from Wave 1 to Wave 2 is also statistically
significant. According to the results from Figure 2 through Figure 7, both groups
demonstrated the same patterns in teams of outcome changes from Wave 1 to Wave 2.
For instance, both group’s cognitive, language, and behavioral scores decrease from
Wave 1 to Wave 2, but daily living, socialization, and child and caregiver interaction
scores increase from Wave 1 to Wave 2. In comparison to Group 2, however, Group 1
shows greater improvement in socialization and child and caregiver interaction but a
greater decline in cognitive, language, and behavioral development.
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Table 28
Split-plot ANOVA on Mean Changes from Wave 1 to Wave 2 between Groups
Substantiated Cases & Part C
Wave 1

Substantiated Cases & Non-Part C

Wave 2

Wave 1

Wave 2

n

M

SD

M

SD

n

M

SD

M

SD

Cognitive

57

104.14

21.10

87.21

17.38

149

102.75

17.96

88.72

12.96

Language

64

92.34

20.49

83.69

18.49

101

92.43

17.97

83.92

15.07

Daily living

76

8.83

5.92

25.68

11.88

113

11.33

7.44

27.25

13.65

Socialization

76

24.49

10.45

40.32

10.98

113

24.93

10.35

39.04

10.51

8

48.13

39.01

66.38

40.49

13

34.77

20.28

40.46

24.02

76

13.80

3.13

14.20

3.31

113

13.90

2.57

14.17

2.80

Behavioral
Child/Caregiver
Interaction

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01. *** p < .001.

Figure 2. Changes in Cognitive Development from Wave 1 to Wave 2 between Groups
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Figure 3. Changes in Language Development from Wave 1 to Wave 2 between Groups

Figure 4. Changes in Daily Living Skills from Wave 1 to Wave 2 between Groups

97

Figure 5. Changes in Socialization Skills from Wave 1 to Wave 2 between Groups

Figure 6. Changes in Behavioral Development from Wave 1 to Wave 2 between Groups
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Figure 7. Changes in Child and Caregiver Interaction from Wave 1 to Wave 2 between
Groups

Q3-2:
Are there differences in child and family well-being outcome changes from Wave
1 to Wave 2 between Part C participants with non-substantiated cases and nonPart C participants with non-substantiated cases?
This study operationalized the independent variable into two groups: (1) children with
non-substantiated cases who participated in Part C programs at Wave 1 and Wave 2 and
(2) children with non-substantiated cases who did not participate in Part C programs at
Wave 1 and Wave 2. All study variables were drawn from caregiver and caseworker
modules through Wave 1 and Wave 2 data.
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Table 29 shows the results of split-plot ANOVA analyses on the six study models.
Only cognitive development [F(1,62) = 9.72, p = .003, η2 = .136] and daily living skill
(0-2) [F(1,73) = 6.88, p = .011, η2 = .086] were found to be significantly different in
terms of outcome changes from Wave 1 to Wave 2 between the two groups. Regarding
cognitive development, Group 1’s mean changes from Wave 1 to Wave 2 (90.28, 89.11)
was less than Group 2’s (107.59, 89.74). This results suggested that Part C participants
with non-substantiated cases had a slower decline in cognitive scores than non-Part C
participants with non-substantiated cases. On the other hand, Group 2 appeared to have a
lower daily living score at Wave 1 but to have a higher score at Wave 2 as compared to
Group 1. This finding indicated that non-Part C participants with non-substantiated cases
(Group 2) had greater improvement in daily living skills as compared to Part C
participants with non-substantiated cases (Group 1).
As examining the mean changes among these outcome variables shown in Table 29,
Group 1 had lower scores in cognitive, language, and behavioral development and had
higher scores in daily living skills, and socialization skills, and child and caregiver
interaction at Wave 1 as compared to Group 2. Both groups demonstrated the same
direction patterns in teams of outcome changes from Wave 1 to Wave 2, except for child
and caregiver interaction. For instance, both groups’ cognitive and language development
decreased from Wave 1 to Wave 2 but had increase in behavioral development, and daily
living skills, and socialization skills from Wave 1 to Wave 2 (see Figure 8 through
Figures 12). Although both groups appeared to improve in their behavioral development
over time, it should be noted that the sample size of these two groups was very small (less
than 10). These findings indicated that Group 1 had a slower decline in cognitive and
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language development and greater improvement in behavioral development as compared
to Group 2. Additionally, both groups appeared to improve in daily living and
socialization scores over time but Group 2 demonstrated grater improvement than Group
1. As shown in Figure 13, the quality of child and caregiver interaction, Group 1’s score
slightly decreased from Wave 1 to Wave 2 (14.24, 14.00) while Group 2’s score slightly
increased (13.94, 14.60). Overall, Group 1 appeared to have slower decline in cognitive
and language development and better improvement in behavioral development as
compared to Group 2. On the other hand, Group 2 had greater improvement in adaptive
skills (i.e., daily living and socialization skills) as compared Group 1. Group 2 also
demonstrated better improvement in child and caregiver interaction while Group 1
appeared to have a slight decrease in child and caregiver interaction.
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Table 29
Split-plot ANOVA on Mean Changes from Wave 1 to Wave 2 between Groups
Non-substantiated Case & Part C
Wave 1

Wave 2

n

M

SD

M

Cognitive **

18

90.28

24.01

Language

21

81.14

Daily living *

17

Socialization
Behavioral
Child/Caregiver

Non-substantiated Case & non-Part C
Wave 1

SD

n

M

89.11

17.85

46

19.29

74.76

17.26

13.82

10.30

26.06

17

28.59

12.75

8

68.50

17

14.24

Wave 2

SD

M

SD

107.59

17.10

89.74

14.63

51

95.84

12.27

84.47

15.77

13.39

58

10.59

7.06

30.03

13.41

41.94

12.66

58

25.88

9.45

42.02

9.57

34.64

40.88

34.91

3

18.22

7.77

12.00

4.36

1.95

14.00

2.48

58

13.97

2.64

14.60

2.46

Interaction

Note. Wave 1 and Wave 2/unweighted data; A low behavioral score means better
behavioral development.
* p < .05. ** p < .01.

Figure 8. Changes in Cognitive Development from Wave 1 to Wave 2 between Groups
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Figure 9. Changes in Language Development from Wave 1 to Wave 2 between Groups

Figure 10. Changes in Daily Living Skills from Wave 1 to Wave 2 between Groups
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Figure 11. Changes in Socialization Skills from Wave 1 to Wave 2 between Groups

Figure 12. Changes in Behavioral Development from Wave 1 to Wave 2 between Groups
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Figure 13. Changes in Child and Caregiver Interaction from Wave 1 to Wave 2 between
Groups

Research Question 4
What are risk factors associated with poor child and family well-being outcomes in child
welfare?
More than two-thirds of states define IDEA Part C eligibility based on children’s
development scores (e.g., cognitive, language, adaptive skills) with 2 conditions: (1) 2
standard deviations below the mean in at least one developmental area, or (2) 1.5
standard deviations below the mean in two areas (Casanueva et al., 2012; Casanueva &
Ringeisen, 2008). Employing the second definition, this study operationalized poor child
and family well-outcomes as 1.5 standard deviations (SD) below the mean.
Risk factors for poor well-being outcomes include child (e.g., gender, race, age),
family (gender, race, education, marital status), and child maltreatment characteristics
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(e.g., level of child maltreatment, placement type, family risk factors). The
operationalization of these risk factors (n = 19) was described in Chapter 3. All study
variables were drawn from the Wave 1 data. A Generalized Linear Model (GLM) was
used to examine the relationships between risk factors and the six outcomes variables.
After checking data distribution of six outcome variables with 1.5 SD below the mean,
a few modification were made due to small sample size. First, none of the children’s
daily living skill scores were 1.5 SD below the mean. Thus, this study only could test
children’s daily living skills with 1.0 SD below the mean. Under the condition of 1.5 SD
below the mean, only 7 % or less of the samples had one or more than one disability
conditions. Considering the small proportion of children with disabilities with well-being
outcomes 1.5 SD below the mean, this study did not consider disability as a risk factor
and removed the child disability condition from the model. The Child Behavior Checklist
(CBCL) assessed mental health and behavioral functioning of children aged 15 months
old to 5 years old. Due to the age limit of CBCL, children younger than 15 months old at
Wave 1 were not included in the data, which resulted in a small sample size (n = 46) of
the behavioral outcomes. As a result, this study was not able to measure child’s
behavioral development under the condition of 1.5 SD below the mean. Instead, this
study included all samples of behavioral development in the model (n = 522).
Out of the total samples listed in Table 30, the proportion of well-being outcomes with
1.5 or 1.0 SD below the mean ranged from 5 % to 10 % ( n = 1,070). In other words, out
of the total number of children under than the age of three (n = 2,937), 36% of those
children’ development might qualify them for IDEA Part C services at Wave 1.
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Table 30
Child and Family Well-Being Outcomes at Wave 1
-1.5 or -1.0 SD ≤ M

All Sample
n

M

SD

n

M

SD

Cognitive

2,209

100.80

20.23

180

61.51

4.21

Language

2,334

91.15

17.87

121

59.12

4.59

Daily Living 0-2 a

2,936

13.88

11.68

263

1.58

0.72

Socialization 0-2

2,936

27.75

12.66

152

5.47

2.11

Behavioral 1.5-5

522

36.50

23.00

46

87.38

14.10

2,935

13.59

2.84

308

7.56

1.50

Child/Caregiver Interaction

Note. Wave 1 unweighted data; A low behavioral score means better behavioral
development.
a

-1.0 SD ≤ M.

As results of LGM analyses shown in Table 31, 12 out of the 19 risk factors were
found to have significant effects on the six outcome variables (e.g., child gender, child
age, caregiver employment status). The seven insignificant factors included caregiver
gender, caregiver age, caregiver race, caregiver’s education level, caregiver’s marital
status, leave of harm of maltreatment, and family’s financial hardship ( e.g., having
trouble paying for basic necessities).
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Table 31
Significant Risk Factors on Poor Child and Family Well-being Outcomes by LGM
Analyses
Cognitive Language

Daily

Socialization

Behavior

living
n = 71
CH Gender

n = 56

n = 116

Family
Interaction

n = 60

n = 232

n = 117

*

CH Age

*

CH Race

*

Income

*

Employment

*

*

SUBT

*
**

Placement

*

Severity

**

CAN History

**

*

High Stress

*

Low Support

*

Active DV

*

Note. Wave 1 unweighted data; CH = child; CG = caregiver; Income = federal poverty
level; Employment = caregiver employment status; SUBT = substantiation status; Harm
= level of harm to child due to maltreatment; Severity = level of severity to child due to
maltreatment; CAN History = history of child abuse or neglect; High Stress = high stress
family, Low Support = low social support; DV = domestic violence; A low behavioral
score means better behavioral development.
* p < .05. ** p < .01.

As shown in Table 32, low social support (Wald = 5.62, df =1, p = .018) and active
domestic violence (Wald = 3.83, df = 1, p < .050) were significant risk factors associated
with poor cognitive development. Caregivers without low social support (β = 2.35) and
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without active domestic violence (β = 2.04) were associated with better child cognitive
developmental outcomes.
Table 32
Significant Risk Factors Associated with Cognitive Development
β (p)
Low Social Support
No *

2.35 (0.18)

Yes (reference category)
Active Domestic Violence
No *

2.04 (0.50)

Yes (reference category)
Note. Wave 1 unweighted data.
* p ≤ .05. ** p < .01.

As shown in Table 33, child gender (Wald = 5.40, df =1, p = .020), caregiver’s
employment status (Wald = 7.19, df = 2, p = .027), level of severity of maltreatment
(Wald =13.00, df = 3, p = .005), and caregiver’s history of child abuse and neglect (Wald
= 7.99, df =1, p = .005) were significant risk factors associated with poor language
development. Male children appeared to have lower language scores than female children
(β = -2.6). Caregivers with a full-time job were associated with better child’s language
scores (β = 3.59) than those without a job (e.g., unemployed, don’t work). As compared
to children without maltreatment, children with a mild level of maltreatment had the
highest language scores (β = 8.87), followed by children with a severe (β = 5.46) level of
maltreatment, and children with a moderate level of maltreatment (β = 4.78). Caregivers
without a history of child abuse and neglect were associated with better child language
development outcomes (β = 3.96).
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Table 33
Significant Risk Factors Associated with Language Development
β (p)
Child Gender
Male

-2.60 (0.20)

Female (reference category)
Caregiver Employment Status
Full-time *

3.59 (.012)

Part-time

-0.58 (.732)

Not Working (reference category)
Severity of Child Maltreatment
Severe **

5.46 (.009)

Moderate *

4.78 (.038)

Mild ***

8.87 (.000)

None (reference category)
History of child abuse or neglect
No **

3.96 (.005)

Yes (reference category)
Note. Wave 1 unweighted data.
* p < .05, ** p < .01. *** p < .001.

As shown in Table 34, the severity of maltreatment was the only factor associated
with poor daily living skills (Wald = 9.34, df = 3, p = .025). As compared to children
without maltreatment, children with a mild level of maltreatment have the highest
language scores (β = 1.20), followed by children with a moderate (β = 0.91) level of
maltreatment, and children with a severe level of maltreatment (β = 0.80).

110

Table 34
Significant Risk Factors Associated with Daily Living Skill
β (p)
Severity of Child Maltreatment
Severe *

0.80 (.023)

Moderate **

0.91 (.006)

Mild **

1.20 (.003)

None (reference category)
Note. Wave 1 unweighted data; This model was tested under the condition of 1.0 SD
below the mean of daily living skill.
* p < .05. ** p < .01.
As shown in Table 35, a family’s federal poverty level was the only factor associated
with poor socialization skills (Wald = 13.28, df = 3, p = .004). Families with a federal
poverty level between 100% and 200% had lower socialization skill scores than those
with a federal poverty level less than 50% (β = -1.73).
Table 35
Significant Risk Factor Associated with Socialization Skill
β (p)
Federal Poverty Level (%)
> 200

0.69 (.484)

≥ 100 ≤ 200 *

-1.73 (.031)

≥ 50 < 100

-0.16 (.843)

< 50 (reference category)
Note. Wave 1 unweighted data.
* p < .05.
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As shown in Table 36, child age (Wald = 4.15, df =1, p = .042), child race (Wald =
7.26, df = 3, p = .026), caregiver employment status (Wald = 8.28, df = 2, p = .016),
placement type (Wald = 8.60, df = 2, p = .014), and high stress in family (Wald = 6.30,
df = 1, p = .012) were found to be significant risk factors associated with poor behavioral
outcomes. As compared to children aged from 2 to 35 months old, children aged from 12
to 23 months old appeared to have lower behavioral scores (β = -5.64). This result
indicated that younger children (12 to 23 months old) appeared to have better behavioral
development than older children (24 to 35 months old).
As compared to white children, Hispanic children (β = 9.80) appeared to have higher
behavioral scores. This result indicated that white children appeared to have the better
behavioral outcomes than Hispanic children. As compared to caregivers who did not
work, caregivers with a part-time job had lower behavioral scores. This result indicated
that caregivers with a part-time job were associated with better child behavioral
development than those who did not work (β = -11.01). Children who were placed in
kinship care appeared to have lower behavioral scores as compared to children who were
placed in foster care (β = -13.04). This result indicated that children in kinship care had
better behavioral development than those in foster care. Families without high stress
appeared to have higher behavioral scores than those with high stress (β = 8.20). This
result indicated that children from higher stress families had better behavioral
development as compared to those from families without high stress as resulted from
unemployment, drug use or poverty (β = 8.20).
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Table 36
Significant Risk Factors Associated with Behavioral Development
β (p)
Child Age (month)
12-23 *

-5.64 (.042)

24-35 (reference category)
Child Race
Black

9.27 (.056)

Hispanic *

9.80 (.017)

White (reference category)
Caregiver Employment Status
Full-time *

-2.60 (.426)

Part-time

-11.01 (.004)

Not Working (reference category)
Placement Type
In-home care

-4.57 (.308)

Kinship care **

-13.04 (.004)

Foster care (reference category)
High Stress in Family
No *

8.20 (.012)

Yes (reference category)
Note. Wave 1 unweighted data; A low behavioral score means better behavioral
development; Due to small sample size, this model was tested based on all sample of
behavioral development variable.
* p < .05, ** p < .01.
As shown in Table 37, caregiver employment status (Wald = 7.32, df = 2, p = .026)
and substantiation status (Wald = 6.73, df = 1, p = .001) were found to be significant risk
factors associated with the quality of child and caregiver interaction. As compared to
caregivers who did not work, caregivers with a part-time job had better quality of child
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and caregiver interaction (β = 0.85). Children without a substantiated case appeared to
have better quality of child and caregiver interaction (β = 0.92).
Table 37
Significant Risk Factors Associated with Child and Caregiver Interaction
β (p)
Substantiation Status
No **

0.92 (.009)

Yes (reference category)
Caregiver Employment Status
Full-time

-0.23 (.451)

Part-time *

0.85 (.025)

Not Working (reference category)
Note. Wave 1 unweighted data.
* p < .05. ** p < .01.
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Chapter Five: Discussion
The purpose of this study was to investigate the effects of early intervention programs
under Part C of IDEA on the well-being of children and families in the child welfare
(CW) system in response to the mandated referrals under CAPTA of 2003 and IDEA of
2004. This study specifically examined the following four research questions: (1) Are
there differences in child and family outcomes in terms of Part C participation status and
substantiation status? (2) Are there differences in child and family well-being outcomes
between Part C participants and non-Part C participants who were classified as needing
learning/developmental services? (3) Are there differences in child and family well-being
outcome changes from Wave 1 to Wave 2 in terms of Part C participation status and
substantiation status? (4) What are risk factors associated with poor child and family
well-being outcomes in child welfare?
This chapter discusses demographic and maltreatment characteristics as well as
developmental outcomes of children younger than the age of three. In response to the
mandated referrals, this study examines the substantiation status among these young
children as well as the ways that caseworkers addressed these children’s learning and
developmental issues. In accordance with each research question, this study highlights
important findings regarding child and family well-being and the mandated referrals. The
final section of this chapter addresses the study limitations and implications for future
research and practices.
Characteristics of Infants and Toddlers in CW
Out of the total NSCAW II samples (n = 5,873), half of the children were younger
than the age of three (n=2,937). Among those younger than the age of three, 62.8% were
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younger than one-year-old and 71.6% were substantiated cases. The predominant
characteristics of those young children include female (52.4%) and non-Hispanic Black
(34%). The predominant characteristics of those younger children’s caregivers include
being female (94.6%), those who had never been married (42.5%), and white (40.6%).
Based on the total NSCAW II samples, there were more male children (51.4%) than
female children (48.6%) and the predominant race was white (34.1). However, female
(52.4%) and non-Hispanic black (34%) children were overrepresented among children
younger than three years of age as compared with older children. These findings confirm
previous study’s indications (HHS et al., 2016) that children younger than one year have
the highest victimization rate and the occurrence of abuse decreases as the children’s age
increases. Consistent with previous studies (HHS et al., 2016), this study found caregiver
characteristics are dominated by white, female, and individuals who had never been
married. Specifically, this study discovered distinct characteristics among children
younger than three years old in comparison with all children in CW. For instance, this
study found female and non-Hispanic black to be the predominant characteristics among
children younger than the age of three while male and white children were predominant
characteristics in the whole CW system.
Infants and Toddlers’ Well-Being in CW
As shown in Tables 7 and Table 8, children with substantiated cases demonstrated
lower well-being outcomes than those without substantiated cases at Wave 1 and Wave 2,
except for behavioral outcomes at Wave 2. Similar to other outcome variables, children
with substantiated cases had poorer behavioral outcomes than their counterparts at Wave
1. But, they had better behavioral outcomes than those without substantiated cases at
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Wave 2. Despite the behavior outcomes at Wave 2, the overall findings reflect the results
shown in Tables 5 and 6, which suggest that child maltreatment could negatively impact
child development. When examining child and family well-being outcomes based on Part
C participation status in Tables 9 and Table 10, non-Part C participants demonstrated
better well-being outcomes than Part C participants.
This study also analyzed the relationships between child disability and Part C
participation status and the relationships between child disability and substantiation
status. As shown in Table 11, children with one or more disabilities are more likely to
have a substantiated case and are more likely to participate in Part C services than those
without a disability. These findings indicate that child’s disability is statistically
associated with substantiation status and Part C participation status. In regard to the
unexpected behavioral outcomes at Wave 2, this investigator is not able to explain why
children without substantiated cases demonstrated poorer behavioral outcomes than those
with substantiated cases. Future studies should investigate factors associated with poor
behavioral outcomes among children with non-substantiated cases at Wave 2. Overall,
this study discovers that children’s cognitive and language scores declined from Wave 1
to Wave 2, while children’s adaptive skills (i.e., daily living and socialization),
behavioral development, and child and caregiver interaction scores increased.
Infants and Toddlers’ Well-being Addressed by CW Caseworkers
Less than 20% of these young children’s learning/developmental issues were
addressed by caseworkers in terms of referring them to services to identify or address
their learning/developmental needs. For example, this study found that 19.8 % of the
children were referred to services by caseworkers in order to identify their possible
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learning problems or developmental disabilities (n = 582) and 13.9 % were reported to
already receive Part C services by caseworkers at the baseline interview. In addition to
this Part C participation rate, about one third of those young children’s developmental
needs were either not determined (17.7%) or unknown (14.1%) by caseworkers.
This study found that children with substantiated cases were more likely to be
suspected by caseworkers of having learning or developmental problems, were more
likely to be referred to services to address their developmental issues, and were more
likely to receive Part C services. However, the referral rates and Part C participation rates
among young children with substantiated cases are only slightly higher than the total
sample. For example, among those young children with substantiated cases, about 21%
were referred by caseworkers to services to identify their learning or developmental
problems and 16% of them received Part C services.
For children younger than the age of 3 years old, this study found that approximately
36% of those young children’s developmental conditions might qualify them for Part C
services at Wave 1. However, only 13.9% were reported by caseworkers to receive Part C
services. When the reports from both caseworkers and caregivers were combined, the
total percentage of Part C participants increased to 16.4% (n = 481). This low
participation rate seemed to imply that those young children’s developmental and
learning needs are under-identified by CW professionals. Additionally, the estimated
number of potential Part C eligible children indicated by the current study was probably
an underestimation of the true rate of developmental delay in the NSCAW II’s sample.
One of the five developmental domains, motor functioning, used to determine eligibility
for Part C services was not supported by the NSCAW II data. Considering that numerous
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studies have indicated a high prevalence of developmental problems among children in
CW (McCrae et al., 2011; Rosenberg et al., 2007; Rosenberg & Smith, 2008), this study’s
findings not only confirm but also reemphasize that young children’s developmental
needs are under-identified by CW caseworkers (Shannon & Tappan, 2011).
Recognition of the IDEA Part C program in CW.
As shown in Table 6, the disparity between caseworkers’ and caregivers’ knowledge
of Part C services seems to indicate that caseworkers had a better understanding of Part
C, or an IFSP plan, than caregivers. There are several potential explanations for the lower
recognition of Part C by caregivers. First, it is unclear how well CW caseworkers or Part
C professionals explained Part C services to caregivers. It is also unclear how effectively
the survey question was delivered to caregivers by field interviewers. The original survey
question designed by the NSCAW II study is described as follows: “Does the child
currently have an Individual Family and Service Plan (IFSP)?” Based on the wording of
the question, the NSCAW II did not directly ask if the child was involved in the early
intervention system but instead asked if the child had an IFSP. This line of questioning
might have resulted in caregivers underreporting the use of Part C services. Regarding the
low Part C participation rates reported by both caregivers and caseworkers, there is a high
possibility that both professionals and families in CW are not aware of or familiar with
IDEA Part C services. Therefore, further studies should develop a survey question that
could be easily understood by caregivers and avoids the use of jargon (e.g., IFSP).
The mandated referrals from CW to Part C.
Based on the NSCAW II’s survey questions, this study can only know how many
young children were referred to identify their potential learning or developmental
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problems, but does not know what exact services these children were referred to. Thus,
the indicated low Part C participation rates cannot be directly attributed to the low
referral rates made by caseworkers from CW to Part C programs. In other words, this
study can only be certain about Part C participation rates, but not the percentage of Part C
referrals made by CW caseworkers in particular. Although several survey questions (e.g.,
the child enrolled in the service, services were not available, the service could not be
financed) were given to caseworkers about their reasons for not making referrals to
address children’s developmental/learning issues, no answers to those questions were
contained in the NSCAW II dataset. The data only showed that 22 out of the 2,079
substantiated cases already received services but this study’s researcher was unable to
know what types of services these children had.
In order to better understand the implementation of the mandated referrals from CW to
Part C, this study suggests future studies should develop specific survey questions
regarding the mandated referrals as well as questions regarding services provided by Part
C (e.g., initial evaluation, services types, service hours per week, and length of program
participation). In addition, there is only a five-year difference between the enacted year of
the mandated referrals in 2003 and the NSCAW II study in 2008. Considering the relative
newness of this policy, it is likely that the low Part C participation rates might result from
a lack of awareness among CW professionals. Thus, this study suggests that the CW
system should continue to disseminate information about the regulations regarding the
mandated referrals through its staff meetings and trainings.
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Research Question 1
Are there differences in child and family outcomes in terms of Part C participation status
and substantiation status, controlling for moderator and control variables?
This study examined the impact of Part C participation status and substantiation status
on outcome variables at Wave 2. This study defined the combinations of two statuses into
four groups: (1) substantiated case and participation in Part C, (2) substantiated case and
non-participation in Part C, (3) non-substantiated case and participation in Part C, and (4)
non-substantiated case and non-participation in Part C. The study results did not support
Hypotheses 1 because there was no significant difference in any of the child and family
outcomes in terms of Part C participation status and substantiation status (see Table 12
through Table 18). When looking at the mean distribution among these four groups in
Table 12, this study found that there are differences in terms of well-being outcomes. For
instance, Group 1 (substantiated cases, Part C participants) had the lowest well-being
scores on cognitive, language, daily living, and socialization skills. Group 4 (nonsubstantiated cases and non-Part C participants) had the highest well-being scores, except
for socialization skills (0-2). These results confirmed the findings discussed earlier (Table
9 through Table 11) that children with a substantiated case and children with Part C
services tend to have lower well-being outcomes than those without a substantiated case
and those without Part C services. Surprisingly, this study found that Group 3’s (nonsubstantiated cases, Part C participants) well-being outcomes demonstrated a different
pattern. For instance, Group 3 had the poorest behavioral development and child and
caregiver interaction outcomes but the best socialization skills. This study assumes that
Group 3’s lowest behavioral outcomes might have been influenced by the previously
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mentioned finding that children without substantiated cases demonstrated poorer
behavioral outcomes than those with substantiated cases at Wave 2. However, this study
found that the best socialization outcome conflicts with poor behavioral problems and
child and caregiver interaction. Thus, this study suggests that the low child and caregiver
interaction outcomes and the best socialization skills of Group 3 are in need of further
examination to find influential factors to fully explain this specific group’s well-being.
Although these four groups, categorized based on Part C participation status and
substantiation status, did not differ in child and family outcomes, moderator and control
variables significantly influenced outcome variables to varying degrees (See Table 19).
Child disability negatively impacts all of the child’s well-being (e.g., cognitive, language,
and adaptive skills) but not family well-being (i.e., child caregiver interaction).
Consistent with previous studies (Gupta, 2007; Shonkoff & Meisels, 2000; Shonokoff &
Phillips, 2000), child disability was found to negatively influence individual
development. However, in contrast to previous findings (Olsson & Hwang, 2001;
Saloviita et al., 2003; Shin & Crittenden, 2003), this study did not find child disability to
be a negative factor influencing family well-being (i.e., child and caregiver interaction).
Caregiver’s education was found to positively impact the child’s cognitive development,
language development, and socialization skills. These findings imply that caregivers with
higher education may be responsible for better child cognitive development, language
development, and socialization skills. A higher household income is associated with
better child cognitive development and child and caregiver interaction. This study
confirms previous research that families with a higher socioeconomic status (e.g.,
education and household income) were associated with better child well-being (Looman
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et al., 2009; Loprest & Davidoff, 2004; Newacheck et al., 2000). However, this study
found a higher household income was inversely related to a child’s daily living skills.
This finding seems to imply that caregivers with a higher household income might be
overly eager to take care of their infants and toddlers, which could reduce their children’s
opportunities to practice self-care skills in their daily routines (e.g., removing coat,
dressing self, and putting own shoes on). As a result, young children from families with a
higher household income demonstrate poorer daily living skills than those with a lower
household income. In regards to this unexpected finding, there is a need for future studies
to explain why a higher household income is negatively associated with children’s daily
living skills.
Another unexpected finding is that participation in non-Part C EI programs is
associated with lower socialization skills. Based on the NSCAW II survey question,
caregivers were asked whether the child is currently enrolled in any type of day care
program, including a Head Start program, nursey school, or early childhood
developmental program. This was a yes or no question. If the caregiver answered yes, it
indicated that the child was receiving one of the early childhood interventions. This
investigator suspected that child disability status might be a crucial factor influencing
young children’s participation in non-Part C EI programs. The investigator conducted an
ANOVA analysis to examine the association between non-Part C EI program
participation and child disability status. The result of ANOVA analysis revealed that
children who participated in non-Part C EI programs had a higher number of disabilities
reported by caregivers than those who did not participate in these programs [F(1, 2,561)
= 18.30, p < .001]. This finding indicates that children with a higher number of
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disabilities were more likely to receive day care programs in CW. Considering that
disability might negatively impact children’s socialization skills, it is possible that there
are other potential factors influencing the negative association between non-Part C EI
program participation and socialization skills. Future research should specifically explore
factors (e.g., child and family characteristics, and environmental factors) that influence
the association between participation in non-Part C EI early childhood education
programs and child development (Rynolds & Temple, 2008).
Participating in more parenting classes was found to be associated with poor child
behavioral development and poor child and caregiver interaction outcomes. Caregivers
involved in CW are often asked to participate in parenting classes in order to strengthen
their parenting skills (Barth et al., 2005). Many studies have also indicated that
maltreatment has deleterious effects on child and family well-being (Casanueva et al.,
2012; Casanueva et al., 2008; Hildyard & Wolfe, 2002; Scarborough et al., 2009). Thus,
caregivers with a substantiated case are more likely to receive intervention services
mandated by court orders than those without a substantiated case. In light of the literature
review, this study assumes that the negative association between participation in
parenting classes and poor child behavioral development and poor child and caregiver
interaction outcomes could be influenced by the substantiation status. Consequently, an
ANOVA analysis was conducted to examine the relationship between substantiation
status and participation in parenting classes. The results indicate that caregivers with a
substantiated case were more likely to have more parenting classes than those without a
substantiated case. Therefore, this finding seems to resolve the researcher’s suspicion,
because it implies that substantiation status could be a critical factor contributing to the
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negative associations between participation in parenting classes and the outcome
variables (i.e., child behavioral development, the quality of child and caregiver
interaction). In addition to the substantiated status of child maltreatment, this study
assumes that there should be other reasons that could have contributed to these negative
effects. For example, the age range of this study sample was under three years old and
more 60% of the children were younger than one year old. Considering the sample’s age
range, caregivers might have just started participating in parenting classes at the time of
data collection so their parenting had not yet shown significant improvement. In addition,
the willingness to participate in parenting classes could be another crucial factor. The
effects of parenting interventions can be different based on whether those caregivers
participated in the parenting classes voluntarily or were mandated to attend.
Furthermore, a greater child age was associated with poor cognitive and behavioral
outcomes but with better daily living and socialization skills. These results reflect the
study’s findings described earlier (See Table 9 and Table 10). For instance, children’s
overall cognitive, language, and behavioral scores declined from Wave 1 to Wave 2,
while children’s adaptive skills (i.e., daily living and socialization), behavioral
development, and child and caregiver interaction scores increased.
Research Question 2
Are there differences in child and family well-being outcomes between Part C
participants and non-Part C participants who were classified as needing learning or
developmental services, controlling for moderator and control variables?
This research question examined whether there were differences in outcome variables
between Part C participants and non-Part C participants who were classified as needing
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learning or developmental services. As shown in Table 20, all of the Part C participants’
well-being outcomes were higher than the non-Part C participants. The results of
ANCOVA analyses partially supported Hypothesis 2, including Ho2b, Ho2c, and Ho2d.
In other words, these two groups were found to be significantly different in their
language, daily living, and socialization development. More specifically, these results
indicate that Part C participants had better language and adaptive skills (i.e., daily living
and socialization) than non-Part C participants who were classified as needing
learning/developmental services.
In addition to the previously described significant models, some of the moderator and
control variables were found to be significant factors as shown in Table 27. Caregiver
education and participation in parenting classes are the only two covariates that did not
have significant influences on all of the outcomes variables. On the other hand, child
disability had negative associations with all of the child and family well-being outcomes.
Household annual income positively affects language development, behavioral
development, and child and caregiver interaction, but it has negative effects on daily
living skill (0-2). These findings imply that young children from a higher income family
tend to have better language development, behavioral development, and quality of child
and caregiver interaction, but poor daily living skills (0-2). These positive associations
are consistent with past studies but not the negative association with daily living skills.
This unexpected finding seems to imply that caregivers with a higher household income
might be overly eager to take care of their infants and toddlers, which could reduce their
children’s opportunities to practice self-care skills in their daily routines (e.g., removing
coat, dressing self, and putting own shoes on). In regards to this unexpected finding,
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future studies should seek to explain why a higher household income is negatively
associated with children’s daily living skills.
Another unexpected finding is that participation in non-Part C EI programs is
negatively associated with cognitive development, daily living skills, socialization skills,
and child and caregiver interaction. These negative effects of participation in non-Part C
EI programs are similar to the results found in Research Question 1. Based on the
NSCAW II survey question, caregivers were asked whether the child is currently enrolled
in any type of day care programs, including a Head Start program, nursey school or early
childhood developmental programs. This was a yes or no question. If the caregiver
answered yes, it indicated that the child was receiving any one of the early childhood
interventions. In order to better understand this finding, this study conducted a chi-square
analysis to examine the association between these two groups and non-Part C EI
participation status. The result indicates that these two groups did not differ from
participating in non-Part C EI programs. This investigator further suspected that child
disability status might be a crucial factor influencing young children’s participation in
non-Part C EI programs. This study conducted an ANOVA analysis to examine the
association between non-Part C EI program participation and child disability status. The
result of ANOVA analysis revealed that children who participated in non-Part C EI
programs had a higher number of disabilities reported by caregivers than those who did
not participate in these programs. This finding seemed to indicate that children with a
higher number of disabilities were more likely to receive day care programs in CW.
Considering that disability might negatively impact children’s socialization skills, it is
possible that there are other potential factors influencing the negative association between
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non-Part C EI program participation and socialization skills. Future research should
specifically explore factors (e.g., child and family characteristics, and environmental
factors) that influence children’s participation in non-Part C EI early childhood education
programs. The association between non-Part C EI program participation and child
development is also in need of further investigation (Rynolds & Temple, 2008).
Furthermore, child age was positively associated with daily living and socialization
skills, but negatively associated with cognitive development, behavioral development,
and child and caregiver interaction. These findings reflect the study’s results as described
earlier (See Table 9 and Table 10). For instance, children’s overall cognitive, language,
and behavioral scores declined from Wave 1 to Wave 2, while children’s adaptive skills
(i.e., daily living and socialization), behavioral development, and child and caregiver
interaction scores increased.
Research Question 3
Are there differences in child and family well-being outcome changes from Wave 1 to
Wave 2 in terms of Part C participation status and substantiation status?
This study examined Question 3 through two sub-questions. The first sub-question
analyzed outcome changes from Wave 1 to Wave 2 between Part C participants with
substantiated cases and non-Part C participants with substantiated cases. The second subquestion analyzed outcome changes from Wave 1 to Wave 2 between Part C participants
without substantiated cases and non-Part C participants without substantiated cases.
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Q3-1:
Are there differences in child and family well-being outcome changes from Wave
1 to Wave 2 between Part C participants with substantiated cases and non-Part C
participants with substantiated cases?
This question aimed to examine outcomes changes between the following two groups:
(1) children with substantiated cases who participated in Part C programs at Wave 1 and
Wave 2, and (2) children with substantiated cases who did not participate in Part C
programs at Wave 1 and Wave 2. As shown in Table 28, the study’s findings did not
support Hypothesis 3, because none of the six models were found to significantly differ
in terms of well-being changes from Wave 1 and Wave 2 between the two groups.
Despite the insignificant findings, some of the outcome changes within Group 1 were
found to significantly differ between Wave 1 and Wave 2, including cognitive
development, language development, daily living skill (0-2), and socialization skill (0-2).
These results indicate that both the decrease in Group 1’s cognitive and language
development from Wave 1 to Wave 2 and the increase in Group 1’s daily living and
socialization skills from Wave 1 to Wave 2 are statistically significant.
Q3-2:
Are there differences in child and family well-being outcome changes from Wave
1 to Wave 2 between Part C participants with non-substantiated cases and nonPart C participants with non-substantiated cases?
This question aimed to examine outcomes changes between the following two groups:
(1) children with non-substantiated cases who participated in Part C programs at Wave 1
and Wave 2, and (2) children with non-substantiated cases who did not participate in Part
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C programs at Wave 1 and Wave 2. As a result of split-plot analyses, the study’s findings
partially supported Hypothesis 3. Only two out of the six study models were found to
significantly differ in cognitive and daily living development. Considering that Group 1’s
scores from Wave 1 to Wave 2 changed less than Group 2’s, this significant finding
seemed to imply that Part C participants with non-substantiated cases (Group 1) had a
slower decline in cognitive development than non-Part C participants with nonsubstantiated cases (Group 2). In contrast, Group 1 appeared to have higher daily living
scores at Wave 1 but lower scores at Wave 2. This finding indicates that non-Part C
participants with non-substantiated cases (Group 2) had greater improvement in daily
living skills as compared to Part C participants with non-substantiated cases (Group 1).
Examining these two groups’ score changes from Wave 1 to Wave 2, both groups
demonstrated similar changes in terms of direction, except for child and caregiver
interaction. For instance, both groups’ cognitive and language development decreased
from Wave 1 to Wave 2 but behavioral development, daily living skills, and socialization
skills increased from Wave 1 to Wave 2 (see Figure 8 through Figures 12). These
findings indicated that Group 1 appeared to have a slower decline in cognitive and
language development but greater improvement in behavioral development as compared
to Group 2. In contrast, Group 2 demonstrated a greater improvement in daily living and
socialization skills than Group 1. Although both groups’ adaptive skills improved over
time, this study suggests that the slower improvement of Group 1 in adaptive skills might
result from their disabilities and developmental delays that had made them eligible for
Part C programs. Although the behavioral development of both groups appeared to
improve over time, it should be noted that the sample size of these two groups was very
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small (less than 10). Due to the age limit of the CBCL, assessing the mental health and
behavioral functioning of children aged from 15 months old to 5 years old, Q 3-2’s
analysis could only examine behavioral development based on a small sample size.
Future studies should use a more appropriate instrument that allows researchers to
measure the effect of Part C EI services on infants and toddlers’ (under the age of three)
emotional, mental, and behavioral functioning. In regards to child and caregiver
interaction, Group 1’s scores slightly decreased from Wave 1 to Wave 2 (14.24, 14.00)
while Group 2’s scores slightly increased (13.94, 14.60). This study assumes that the
slight decline in Group 1’s child and caregiver interaction scores might be due to their
disabilities and developmental delays which has made them eligible for Part C programs.
Considering the subtle difference between these two groups, this study suggests that
future research should specifically examine the effects of Part C services on the quality of
child and caregiver interaction as well as explore influential factors associated with better
quality of child and caregiver interaction among Part C participants with nonsubstantiated cases.
Research Question 4
What are risk factors associated with poor child and family well-being outcomes in child
welfare?
As suggested by the literature review, this study examined the associations between
potential risk factors and poor child and family well-being outcomes in CW. These 19
potential risk factors included child (e.g., gender, race, age), family (gender, race,
education, marital status), and child maltreatment characteristics (e.g., level of child
maltreatment, placement type, family risk factors). This study defined poor child and
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family well-being outcomes as 1.5 standard deviations (SD) below the mean, except for
daily living skills (0-2) and behavioral development. Due to the small sample size of the
NSCAW II data, this study examined daily living skills with 1.0 SD below the mean and
tested all samples of the behavioral development in the study model.
As shown in Table 30, this study found that the percentages of well-being outcomes
with 1.5 or 1.0 SD below the mean ranged from 5 % to 10 %. These results seemed to
imply that 36% of children younger than the age of three might qualify for IDEA Part C
services at Wave 1. Considering that these young children’s cognitive, language, and
behavioral developmental outcomes declined from Wave 1 to Wave 2, this study assumes
that there would be more than 36% of those children who would either qualify for Part C
programs or preschool services under IDEA Part B regulations at Wave 2 or Wave 3.
As a result of LGM analyses shown in Table 31, 12 out of the 19 risk factors are
found to have significant effects on the six outcome variables (e.g., child gender, child
age, caregiver employment status). The insignificant risk factors include caregiver
gender, caregiver age, caregiver race, caregiver education level, caregiver marital status,
level of maltreatment, and family’s financial hardship ( e.g., having trouble paying for
basic necessities).
The significant risk factors regarding child characteristics included child gender, child
age, and child race. These results indicated that female children had better language
development than males; younger children (12 to 23 months old) appeared to have better
behavioral development than older children (24 to 35 months old); and white children
appeared to have better behavioral outcomes than Hispanic children. The significant
family characteristics included family income and caregiver employment status. Family
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income was only significantly associated with socialization skills. For instance, children
from families with a federal poverty level between 100% and 200% had lower
socialization skill scores than those from families with a federal poverty level less than
50%. Caregiver employment status was associated with language, behavior, and child and
caregiver interaction. The findings indicated that caregivers without a job were more
likely to be associated with poorer child outcomes, including language, behavior, and
child and caregiver interaction, in comparison with caregivers with a job (e.g., full-time
and part-time).
In addition, the significant maltreatment factors included substantiation status,
placement type, level of maltreatment, history of child abuse or neglect, high stress
family, low social support, and active domestic violence. Substantiation status was only
associated with quality of child and caregiver interaction. Non-substantiated cases
appeared to have a better quality of child and caregiver interaction than substantiated
cases. Placement type was only associated with behavioral development. The finding
indicated that children in kinship care had better behavioral development than those in
foster care. The severity of maltreatment was negatively associated with language
development and daily living skills. Families with a history of child abuse or neglect
were associated with poor language development. Families with low social support and
active domestic violence were associated with poor cognitive outcomes. Consistent with
previous studies (Casanueva et al., 2012; Casaneuva et al., 2011; Hildyard & Wolfe,
2002; Scarborough et al., 2009; Stahmer et al., 2005), most of the maltreatment factors
appeared to have negative impacts on child and family well-being, except for high family
stress. Surprisingly, children from higher stress families had better behavioral
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development as compared to those from families without high stress. Subsequent research
should further explore factors contributing to this positive association between higher
stress families and behavioral outcomes.
Summary
Consistent with previous research, this study found that maltreatment has deleterious
effects on the development of children younger than three years old (Casanueva et al.,
2012; Casanueva, et al., 2008; Hildyard & Wolfe, 2002; Scarborough et al., 2009;
Shonkoff & Meisels, 2000; Shonkoff & Phillips, 2000). The results found in Research
Question 4 showed that all of the maltreatment factors were negatively associated with
the well-being outcomes. Regardless of substantiation status, the data showed that young
children’s cognitive and language scores declined over time. For example, all of the
children’s cognitive and language scores declined from above the mean at Wave 1 to 1
SD below the mean at Wave 2. This decline might reflect the situations (e.g., poor
parenting or dysfunctional caregiving environments) that had led those children’s
families to be involved in the CW system. Another striking finding was that 62.8% of
those young children were under the age of one year, indicating that infants had the
highest victimization rate in CW.
According to Research Question 2, Part C participants appeared to have better
language, daily living, and socialization skills than non-part C participants who were
identified as needing developmental and learning services. These findings seem to
indicate that Part C services helped to enhance children’s language and adaptive skills
(i.e., daily and socialization) among those who were in need of developmental and
learning services. The results of Research Question 3 showed that Part C services not
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only helped to decrease the decline in cognitive and language development but also
improved behavioral development and adaptive skills. Thus, the results of Research
Questions 2 and 3 seem to imply that Part C services could lead to positive effects on
child and family well-being, especially for child’s language and adaptive skills (i.e., daily
living and socialization).
The current study estimates that approximately 36% of young children’s
developmental conditions might qualify them for Part C services at Wave 1. Considering
that child well-being appeared to decline over time, there might be a higher percentage of
children qualifying for Part C services or pre-school education services under IDEA Part
B programs at Wave 2 or Wave 3. However, CW professionals at Wave 1only reported
low Part C participation rates (13.9%) and low service referral rates (19.8%) for
addressing young children’s potential developmental and learning issues were reported
by. The difference between this study’s estimate and the CW professionals’ reported
rates seems to imply that those young children’s developmental and learning needs are
under-identified by CW professionals.
The proposed moderator and control variables were found to have varying effects on
Research Questions 1 and 2. The impact of the study’s moderator variables (e.g., child
disability, caregivers’ socioeconomic status) on the outcome variables were found to be
consistent with previous findings (Gupta, 2007; Looman et al., 2009; Loprest &
Davidoff, 2004; Newacheck et al., 2000; Shonkoff & Meisels, 2000; Shonokoff &
Phillips, 2000). For example, child disability was found to be negatively associated with
all of the child well-being outcomes. Families with a higher socioeconomic status were
associated with better child well-being outcomes, except for daily living skills. The
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possible explanation regarding the negative association between household income and
child daily living skills was addressed in the previous section but is still in need of further
investigation. In addition, two unexpected findings were found regarding the associations
between the control variables (i.e., non-Part C EI programs and parenting classes) and
child well-being outcomes. Although the current study has addressed these unexpected
findings with additional analyses in the earlier section, future investigation is needed to
seek better explanations regarding the associations of non-Part C EI programs and
parenting classes with child and family well-being in the CW system.
Limitations
This study had several limitations due to the use of the secondary dataset. First, the
primary purpose of this study was to analyze the effects of Part C EI services on child
and family well-being. However, the NSCAW II data did not contain all variables that
previous studies found to be important factors associated with well-being outcomes
(Hallam, Rous, Grove, & LoBianco, 2009; Hebbeler et al., 2007). These significant
variables include the child’s age at time of entry into the Part C program, duration of Part
C participation, types of services received, and intensity of EI services provided to the
child. Thus, this study was only able to use Part C participation status as an indication of
Part C involvement and could not examine the mentioned factors further. Also, the study
intended to examine Part C referral rates from CW and Part C participation rates in
response to the mandated referrals under CAPTA of 2003 and IDEA of 2004. However,
the NSCAW II study did not contain specific questions related to mandated referrals. As
a result, this study was not able to examine Part C participation rates or referral rates
made by CW professionals to the Part C system. Lastly, the NSCAW II study used the
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Child Behavior Checklist (CBCL) to assess mental health and behavioral functioning of
children aged from 15 months old to 5 years old. Due to the age requirement of CBCL,
children younger than 15 months old at Wave 1 were not included in the dataset. As a
result, several of this study’s analyses were limited by the small sample size of behavior
development.
Implications
The Effects of Part C in CW
This study did not find strong evidence of the effects of Part C services on the child
and family well-being outcomes in CW, especially in child and caregiver interaction. The
potential explanations for the weak evidence might be due to the nature of the samples’
characteristics (e.g., dysfunctional caregiving environment, placement instability in CW),
and the limitation of using a secondary dataset. For instance, children involved in CW are
already vulnerable due to their experiences of maltreatment and other risks factors (e.g.,
parental substance abuse, active domestic violence) that could negatively affect the
caregiving environment. Additionally, considering the family-centered approach of Part
C programs, caregivers’ levels of cooperation and involvement in the services can be
influential factors directly affecting child and family outcomes. Therefore, the well-being
outcomes can vary depending on caregivers’ willingness to cooperate with the Part C
team (e.g., voluntary or involuntary participation) or caregivers’ availability to be
involved in Part C services (e.g., working caregivers or stay-home caregivers).
To better understand how Part C services impact child and caregiver interaction
among children and families involved in CW, future studies should thoroughly consider
the nature of the child’s placement type (e.g., in-home with biological parents, in-home
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with adopted parents, formal and informal kinship care, foster home ) that might
influence the quality of child and caregiver interaction differently. For instance, out-ofhome placement contains different type of settings (e.g., group homes, residential
treatment, and foster home). Additionally, children who are placed in the out-of-home
settings tend to have more than one placement. Thus, further study should consider the
possible influence of the number of placements and placement type when examining the
quality of child and caregiver interaction.
Future research should also develop a holistic model to examine not only child and
caregiver interaction but also other domains of family well-being (e.g., parental perceived
control, self-efficacy, parental psychological conditions, and family functioning) as
suggested in the literature (Gupta, 2007; Dunst et al., 2007a; Dunst et al., 2007b; Dunst &
Trivette, 2009; Hallam et al., 2009; Harden & Whittaker, 2011; Ridgley & Hallam, 2006;
Thompson et al., 1997). Future studies can also include personal and environmental
variables (e.g., placement type, number of out-of-home placements, number of children
in the home) to further examine direct and indirect relationships with child and family
well-being outcomes. Considering that child disability has significant positive effects on
the likelihood that a child will be a substantiated case and/or a Part C participant, the
casual effect between child disability and maltreatment is in need of further study.
Several unexpected findings about child development outcomes are also in need of
further investigation. According to Research Question 1, although this study did not find
significant differences in outcome variables based on substantiation status and Part C
participation, the data appear to show that children with a substantiated case or Part C
participants tend to have lower well-being outcomes. However, Group 3 (non138

substantiated cases, Part C participants) demonstrated the poorest behavioral
development and child and caregiver interaction outcomes but the best socialization
skills. Group 3’s low behavioral outcomes might have been influenced by the current
study’s previously mentioned findings indicating that children without substantiated
cases demonstrated poorer behavioral outcomes than those with substantiated cases at
Wave 2. However, this study found that the group’s high socialization scores conflict
with their poor behavioral outcomes and child and caregiver interaction. Thus, this study
suggests that the well-being of Part C participants with non-substantiated cases requires
further examination. Future research should also explore reasons to explain another
unexpected finding found in Research Question 4 which indicated that children from
higher stress families had better behavioral development as compared to children from
families without high stress. Finally, considering that several analyses of the current
study were limited by the age requirement of the behavior assessment tool, CBCL, this
study suggests that future research should consider using instruments that can assess
emotional, mental, and behavioral functioning from birth.
Collaboration between CW and Part C
The child welfare system.
The low Part C participation rates reported by both caregivers and CW caseworkers
seem to indicate a lack of recognition of Part C programs in CW. As addressed in the
literature review, the low recognition of Part C programs might result from the
implementation challenges regarding the mandated referrals. Those challenges include
the CW caseworker’s recognition of developmental problems, lack of collaboration
between CW and Part C agencies, and parental refusal of Part C services (Dicker &
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Gordon, 2006; Horwitz et al., 2000; McCrae et al., 2011; Rosenberg et al., 2007;
Robinson & Rosenberg, 2004; Shannon & Tappan, 2011; Scarborough & McCrae, 2008).
Therefore, this study suggests that CW professionals should enhance their abilities to
identify infants and toddlers’ developmental needs as well as improve their knowledge of
early childhood intervention services. One possible solution is that administrators and
policymakers can consider integrating existing policies and resources regarding early
childhood intervention into CW professionals’ mandated training curricula (e.g. initial
job training and mandated continuing education).
While CW professionals address child well-being outcomes, they have more often
focused on child permanency and safety as addressed in this study’s literature review.
Generally, CW professionals are not specialized in child developmental screening and
early childhood development. Thus, the CW system may consider either hiring a
developmental specialist or seeking external expertise to conduct preliminary screening
and assessment of children’s developmental issues. This developmental specialist or
outside expert can serve as a coordinator between CW and community resources (e.g.,
IDEA Part C system, community mental health center).
IDEA Part C.
Previous research has explored issues and difficulties encountered by the Part C
system as their professionals addressed the mandated referrals from the CW system
(Rosenberg & Robinson, 2003; Stahmer et al., 2008). As discussed in the previous
chapter, Stahmer et al. (2008) questioned whether Part C was prepared to serve the
unique characteristics of children and families involved in CW. For instance, children
referred by CW are more likely to have a high rate of social-emotional needs resulting
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from maltreatment. These maltreated children’s caregivers tend to have different issues
and needs themselves depending on whether they are biological parents dealing with
domestic violence, substance abuse, and mental health issues, or foster parents facing
issues with boundaries and child attachment (Stahmer et al., 2008). The assumption of
successful family-centered care is to provide services in the family or home setting,
which is considered to be the primary nurturing environment for young children with
developmental issues. However, dysfunctional environments such as domestic violence,
substance abuse, and child abuse are excluded and remain unaddressed from the familycentered perspective (Odom & Wolery, 2003). Thus, questions regarding whether the EI
services’ providers are trained well enough to deal with issues associated with child
maltreatment remains unanswered and are in need of further investigation. It is also
uncertain how well the family-centered practices of Part C can promote child well-being
in out-of-home settings. Therefore, this study suggests that more studies are needed to
examine how Part C professionals interact with maltreated children and their caregivers.
Lastly, this study suggests that state administrators and policymakers from both
systems can co-conduct research to examine issues and challenges encountered by CW
and Part C professionals in response to the mandated referrals. As a result of this
cooperative research, state administrators and policymakers can then develop a more
efficient referral-making system as well as more effective Part C service delivery to
better serve young children and families involved in CW.
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Promoting Early Childhood Education and Intervention in CW
In response to this study’s finding that children with a higher number of disabilities
were more likely to have received non-Part C EI programs, future research should
explore the participation status in early childhood intervention/education programs (e.g..,
Head Start, IDEA Part C program, nursery school, regular daycare program, daycare
program for medically fragile children) among young children in the CW system.
Childcare arrangements made by CW professionals or caregivers (e.g., biological parents,
foster parents, adoptive parents) should also be examined further. If young children with
disabilities are more likely to be placed in an early childhood program as indicated by
this study, it is important to determine whether or not early childhood care providers are
prepared to meet the special needs of children involved in CW. In general, children tend
to receive longer hours of care from nursery schools or pre-schools as compared to Part C
services, which only provide one to three hours of care weekly. Policymakers can further
consider how funding or regulations could be used to improve the abilities of early
childhood care providers to meet the emotional and developmental needs of young
children involved in CW. In addition, CW professionals should carefully consider young
children’s individual developmental needs in order to ensure that they enroll in the early
childhood education program that can best meet their needs.
Promoting Early Identification
This study’s findings suggest that Part C services can help to decrease the decline in
cognitive and language development and to enhance improvement in adaptive and
behavioral development of young children in CW. According to the literature review,
early childhood intervention can have a significant positive impact on intelligence level
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and grade retention; it can also decrease the use of special education services, welfare
dependency, custodial care, and delinquent behaviors in later life stages (Adams et al.,
2013; Heckman et al., 2010; Karoly, Kiburn, & Cannon, 2005; Ramey & Ramey, 1998;
Shonkoff & Meisels, 2000; Shonkoff & Phillips, 2000; Wulczyn et al., 2006). If children
with developmental delays or disabilities and their families are not offered timely and
appropriate early intervention and protection, their difficulties can become more severe,
which often leads to lifelong consequences (Perry, 2002). However, consistent with
previous studies, this study found that young children’s developmental needs seem to be
under-identified by CW professionals in terms of low referral rates to services that could
identify or address potential developmental and learning needs. In other words, those
young children’s under-identified developmental and learning issues could be a hindrance
for them to receive early intervention services (e.g., medical treatment, therapy, special
education) in a timely manner. Therefore, this study suggests that the promotion of early
identification could possibly lead to a higher rate of referrals to early childhood
intervention services as well as a higher participation rate for Part C services.
This study’s investigator proposes two ways to promote early identification for the
general population of infants and toddlers. The first suggestion is to develop simple and
short developmental screening checklists. These checklists could adapt existing
standardized instruments based on infants and toddlers’ developmental milestones. These
checklists should also be designed in a user-friendly format to allow health or education
providers as well as family members to conduct a pre-screening on their little ones.
Additionally, strengthening interagency collaboration among existing resources could
be a workable strategy to promote early identification. Several existing resources and
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policies under Title V, the U.S. Department of Education, and Medicaid have aimed to
identify and address young children’s developmental needs as early as possible. Those
services include Early Hearing Detection and Intervention System, Special Health Care
Needs Program, and IDEA Part C program (CWIG, 2013). More specifically, the final
federal regulations for IDEA Part C have already addressed how state EI agencies should
establish a comprehensive child find system through interagency collaboration (Early
Intervention Program for Infants and Toddlers With Disabilities, 2011). According to the
final regulations, state EI agencies should coordinate with other state agencies (e.g., CW
system, Children’s Health Insurance Program, and the Head Start program ) in order to
identify, locate, and evaluate referrals for all infants and toddlers who might be eligible
for EI services. In light of those existing policies and resources, therefore, the investigator
suggests that state agencies responsible for administering education, health, and social
services programs for young children and families should establish or improve
interagency collaboration regarding early identification. For instance, state agencies can
routinely conduct joint meetings in order to address issues regarding cross-agency
referral making and services delivery. In addition, an emphasis on the child find system
addressed in the IDEA final regulations in all states could potentially lead to better early
identification outcomes.
Lastly, Congress and federal departments (e.g., Maternal and Child Health Bureau,
U.S. Department of Education, and U.S. Department of Health and Human Services)
should increase funding for states to build and strengthen partnerships among state
agencies that address health, education, and welfare for children and their families. State
governments and policymakers should consider how to establish an economically
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efficient and practically effective early identification system by integrating existing
policies and services at the state level.
Conclusion
This study’s findings suggest that Part C services can help to enhance language and
adaptive skills among children who are in need of developmental and learning services.
The data also indicates that Part C services can help to decrease the decline and improve
the well-being outcomes of young children with and without substantiated cases in CW.
However, this study found that the developmental and learning needs of those younger
than three years old are under-identified and under-addressed by CW professionals.
Considering that maltreatment and the characteristics of families involved in CW have
been found to have deleterious effects on child well-being, this study suggests that early
childhood intervention services should be introduced or offered to those young children
and their caregivers in the CW system in a timely manner. In fact, previous research has
emphasized that EI services (e.g., education, medicine, rehabilitation) can lead to positive
outcomes for children who are at risk for developmental delays or dysfunction (Shonkoff
& Phillips, 2000; Young & Richardson, 2007). If those children and their families are not
offered timely and appropriate early intervention and protection, their difficulties can
become more severe, which often leads to lifelong consequences (Perry, 2002).
To further close the health and developmental gaps for those young children as
early as possible, this study’s findings indicate an urgent need to emphasize the
importance of early childhood education and intervention through CW’s mandated
trainings. Promoting interagency collaboration and integrating existing resources are also
possible solutions to ensure early identification of developmental needs of infants and
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toddlers. Finally, administrators and policymakers at the state level should also reevaluate
the existing relationship between CW and Part C to further establish a better referralmaking system in response to the mandated referrals under CAPTA of 2003 and IDEA of
2004.

146

References
Adams, R. C., Tapia, C., & The Council on Children with Disabilities. (2013). Early
Intervention, IDEA Part C services, and the Medical Home: Collaboration for best
practice and best outcomes. American Academy of Pediatrics, 132(4), 1073-1088.
Administration for Children and Families, U. S. Department of Health and Human
Services. (n.d.). Office of Head Start [History of Head Start]. Retrieved from
http://www.acf.hhs.gov/programs/ohs/about/history-of-head-start
Administration on Children, Youth and Families, U. S. Department of Health and Human
Services. (2012). Promoting social and emotional well-being for children and
youth receiving child welfare services (ACYF-CB-IM-12-04). Retrieved from
Https://www. childwelfare.gov/well-being/
Achenbach, T. M., & Rescorla, L.A. (2000). Manual for the ASEBA Preschool Forms &
Profiles. Burlington, VT: University of Vermont, Research Center for Children,
Youth, Families.
Bailey, D. B. Jr., Hebbeler, K., Scarborough, A. Spiker, D. & Mallik, S. (2004). First
experiences with early intervention: A national perspective. American Academy of
Pediatrics, 113(4), 887-896.
Baker, P. C., Keck, C. K., Mott, F. L., & Quinlan, S. V. (1993). NLSY Child Handbook,
Revised Edition: A Guide to the 1986-1990 NLSY Child Data. Columbus, Ohio:
The Ohio State University, Center for Human Resource Research.
Barth, R. P., Landsverk, J., Chamberlain, P., Reid, J. B., Rolls, J. A., Hurlburt, M. S.,
Farmer, E. M. S., James, S., McCabe, K. M., & Kohl, P. L. (2005). Parent147

training programs in child welfare services: Planning for a more evidence-based
approach to serving biological parents. Research on Social Work Practice, 13,
353-371.
Barth, R. P. Scarborough, A. A., Lloyd, E. C., Losby, J. L., Casanueva, C., & Mann, T.
(2008). Developmental status and early intervention service needs of maltreated
children. Washington, DC: U.S. Department of Health and Human Service,
Office of the Assistance Secretary for Planning and Evaluation.
Bronfenbrenner U., & Ceci, S. J. (1994). Nature-nurture conceptualized in developmental
perspective: A bioecological model. Psychological Review, 101(4), 568-586.
Bruder, M. B. (2000). Family-centered early intervention: Clarifying our values for the
new millennium. Topics in Early Childhood Special Education, 20(2), 105-115.
Bruder, M. B. (2010). Early childhood intervention: A promise to children and families
for their future. Council for Exceptional Children, 75(3), 339-355.
Burgess, A. L., & Borowsky, I. W. (2010). Health and home environments of caregivers
of children investigated by child protective services. Pediatrics, 125(2), 273-281.
Byington T. A., & Whiby, P. J. S. (2011). Empowering families during the early
intervention planning process. Young Exceptional Children, 17(4), 44-56.
Casanueva, C. E., Cross, T. P., & Ringeisen, H. (2008). Developmental needs and
individualized family service plans among infants and toddlers in the child
welfare system. Child Maltreatment, 13(3), 245-258.

148

Casanueva, C., Ringeisen, H., Wilson, E., Smith, K., & Dolan, M. (2011). NSCAWII
baseline report: Child well-being final report. OPRE Report #2011-27b.
Washington, DC: Office of Planning, Research and Evaluation, administration for
Children and Families, U.S. Department of Health and Human Services.
Casanueva, C., Tueller, S., Smith, K., Dolan, M., Ringeisen (2014). NSCAW II Wave 3
Tables. OPRE Report #2013-43, Washington, DC: Office of Planning, Research
and Evaluation, Administration for Children and Families, U.S. Department of
Health and Human Services.
Casanueva, C., Wilson, E., Smith, K., Dolan, M. Ringeisen, H., Horne, B., & RTI
International. (2012). NSCAW II wave 2 report: Child well-being final report.
OPRE Report# 2012-38. Washington, DC: Office of Planning, Research and
Evaluation, Administration for Children and Families, U.S. Department of Health
and Human Services.
Center for Parent Information and Resources. (2014). Early intervention, then and now.
Retrieved from http://www.parentcenterhub.org/repository/ei-history/#history
Center on the Developing Child at Harvard University. (2007). A science-based
framework for early childhood policy: using evidence to improve outcome in
learning, behaviors, and health for vulnerable children. Retrieved from
http://developingchild.harvard.edu/index.php/resources/reports_and_working_pap
ers/policy_framework/

149

Censullo, M. (1994). Developmental delay in healthy premature infants at age two years:
Implication for early intervention. Developmental and Behavioral Pediatrics,
15(2), 99-104.
Child Abuse Prevention and Treatment Act of 2003, 42 U.S.C. § 5101 (2003).
Child Welfare Information Gateway. (2011). About CAPTA: A legislative history.
Washington, DC: U.S. Department of Health and Human Services, Children’s
Bureau.
Child Welfare Information Gateway. (2013). Addressing the needing young children in
child welfare: Part C—early intervention services. Washington, DC: U.S.
Department of Health and Human Services. Retrieved from
https://www.childwelfare.gov/pubs/partc/
Dicker, S., & Gordon, E. Critical connections for children who are abused and neglect:
Harnessing the new federal referral provisions for early intervention. Infants &
Young Children, 19(3), 170-178.
Division for Early Childhood. (2014). DEC recommended practices in early
intervention/early childhood special education 2014. Retrieved
from http://www.dec-sped.org/recommendedpractices
Derrington, T. M., & Lippitt, J. A. (2008). State-level impact of mandated referrals from
child welfare to Part C Early Intervention. Topics in Early childhood Special
Education, 28(2), 90-98.

150

Dolan, M., Smith, K., Casanueva, C., & Ringeisen, H. (2011). NSCAW II baseline report:
Introduction to NSCAW II. OPRE Reprot# 2011-27a. Washington, DC: Office of
Planning, Research and Evaluation, Administration for Children and Families,
U.S. Department of Health and Human Services.
Dowd, K., Dolan, M., Smith, K., Day, O., Keeney, J., Wheeless, S., & Biemer, P. (2013).
National survey of child and adolescent well-being II: Combined waves 1-3,
general release version, data file user’s manual. Ithaca, NY: National Data
Archive on Child Abuse and Neglect, Cornell University.
Dunst, C. J. (1985). Rethinking early intervention. Analysis and Intervention in
Developmental Disabilities, 5, 165-201.
Dunst, C. J. (2000). Revisiting “rethinking early intervention”. Topics in Early Childhood
Special Education, 20(2), 95-104.
Dunst, C. J. (2002). Family-centered practices: Birth through high school. The Journal of
Special Education, 36(3), 141-149.
Dunst, C. J., Hamby, D. W., & B. J. (2007a). Modeling the effects of early childhood
intervention variables on parent and family well-being. Journal of Applied
Quantitative Methods, 2(3), 268-288.
Dunst, C. J., & Trivette, C. M. (2009). Meta-analytic structural equation modeling of the
influences of family-centered care on parent and child psychological health.
International Journal of Pediatrics, 2009, 1-9.

151

Dunst, C. J., Trivette, C. M., & Deal, A. G. (1994). Supporting & strengthening families:
Methods, strategies and practices. Cambridge, MA: Brookline Books.
Dunst, C. J., Trivette, C. M., & Hamby, D. W. (2007b). Meta-analysis of family-centered
helpgiving practices research. Mental Retardation and Developmental
Disabilities, 13, 370-378.
Dyck, P. C., Kogan, M. D., McPherson, M. G., Weissman, G. R., & Newacheck, P. W.
(2004). Prevalence and characteristics of children with special health care needs.
Archives of Pediatrics and Adolescent Medicine, 158, 884-890.
Early Intervention Program for Infants and Toddlers With Disabilities, 76, Fed. Reg. 188.
34 C.F.R. pt. 303 (2011).
Education for All Handicapped Children Act, 20 U.S.C. § 1401 (1975).
Gupta, V. B. (2007). Comparison of parenting stress in different developmental
disabilities. Journal of Developmental and physical disabilities, 19, 417-425.
Guralnick, M. J. (2011). Why early intervention works: A systems Perspective. Infant
and Young Children, 24(1), 6-28. Harden, B. J., & Whittaker, J. V. (2011). The
early home environment and developmental outcomes for young children in the
child welfare system. Children and Youth Services Review, 33, 1392-1403.
Hallam, R. A., Rous, B., Grove J., LoBianco, T. (2009). Level and intensity of early
intervention services for infants and toddlers with disabilities. Journal of Early
Intervention, 32(2), 179-196.
Harden, B., Whittaker, J., Hancock, G., & Wang, K. (2010). Quality of the early
caregiving environment and preschool well-being: An examination of children
152

entering the child welfare system during infancy. In M. B. Webb, K. Dowd, B. J.
Harden, J. Landsverk, M. F. Testa (Eds). Child welfare & child well-being: New
perspectives from the national survey of child and adolescent well-being. New
York: Oxford University Press.
Harden, B. J., & Whittaker, J. V. (2011). The early home environment and developmental
outcomes for young children in the child welfare system. Children and Youth
Services Review, 33, 1392-1403.
Hebbeler, K., Spiker, D., Bailey, D., Scarborough, A., Mallik, S., Simeonsson, R., Singer,
M., & Nelson, L. (2007). Early intervention for infants and toddlers with
disabilities and their families: Participants, services, and outcomes. [NEILS Data
Report]. Menlo Park, CA: SRI International.
Heckman, J. J., Moon, S. H., Pinto, R., Savelyev, P. A., & Yavitz A. (2010). The rate of
return to the High Scope Perry Preschool Program. Journal of Public Economics,
94(1-2), 114–128
Hildyard, K., & Wolfe, D. (2002). Child neglect: Developmental issues and outcomes.
Child Abuse and Neglect, 26, 679-695.
Horwitz, S. M., Owens, P., & Simms, M. D. (2000). Specialized assessments for children
in foster care, Pediatrics, 106, 59-66.
Individual with Disabilities Education Improvement Act of 2004, 20 U.S.C. § 1400
(2004).

153

Karoly, L. A., Kiburn M. R., & Cannon, J. S. (2005). Early Childhood Interventions:
Proven Results, Future Promise. No. MG-341-PNC. Santa Monica, CA: RAND
Corp.
Kessler, R. C., Andrews, G., Mroczek, D., Ustun, B., & Wittchen, H.-U (1998). The
world health organization composite international diagnostic interview short form
(CIDI-SF). International Journal of Methods in Psychiatric Research, 7(4), 171185.
Küpper, L. (Ed.). (2012). The basics of early intervention (Module 1). Building the
legacy for our youngest children with disabilities: A training curriculum on Part
C of IDEA 2004. Washington, DC: National Dissemination Center for Children
with Disabilities. Retrieved from
http://nichcy.org/laws/idea/legacy/partc/module1
Leslie, L. K., Gordon, J. N., Meneken, L., Premji, K., Michelmore, K. L., & Ganger W.
(2005). The physical, developmental, and mental health needs of young children
in child welfare by initial placement type. Developmental and Behavioral
Pediatrics, 26(3), 177-185.
Looman, W. S., O’Conner-Von, S. K., Ferski, G. J., & Hildenbrand, D. A. (2009).
Financial and employment problems in families of children with special health
care needs: Implications for research and practice. Journal of Pediatric Health
Care, 23, 117-125.

154

Loprest, P. & Davidoff, A. (2004). How children with special health care needs affect the
employment decisions of low-income parents. Maternal and Child Health
Journal, 8(3), 171-182.
Lou, C., Anthony, E. K., Stone, S., Vu, C. M., & Austin, M. J. (2008). Assessing child
and youth well-being: Implications for Child Welfare Practice. Journal of
Evidence-Based Social Work, 5(1-2), 21-133.
Malm, K., Allen, T., DeVooght, K., Ellis, R., McKlindon, A., Vandivere, S., and Smollar,
J. (2011). Technical Report #1: Wendy’s Wonderful Kids Program Description
and Implementation. Washington, D.C.: Child Trends. Retried from
https://dciw4f53l7k9i.cloudfront.net/wpcontent/uploads/2011/10/Technical_Report_1.pdf
McCrae, J. S., Cahalane, H., & Fusco, R. A. (2011). Directions for developmental
screening in child welfare based on the ages and stages questionnaires. Children
and Youth Services Review, 33, 1412-1418.
McManus, B., McCormick, M. C., Acevedo-Garica, D., Ganz, M., & Hauser-Cram, P.
(2009). The effects of state intervention eligibility policy on participation among a
cohort of young CSHCN. American Academy of Pediatrics, 124(Supplement 4),
S369-S376.
National Archives. (n.d.). Teaching with documents: Order of argument in the case,
Brown v. Board of Education. Retrieved from
http://www.archives.gov/education/lessons/brown-case-order/

155

Nelson, C. A. (1999). Neural plasticity and human development. American Psychological
Society, 8(2), 42-45.
Newborg, J. (2005). Battelle Developmental Inventory, Second Edition: Examiner’s
manual. Itasca, IL: Riverside.
Newacheck, P. W., McManus, M., Fox, H. B., Hung, Y., & Halfon, N. (2000). Access to
health care for children with special health care needs. Pediatrics, 105(4), 760766.
Newman, B. M., & Newman, P. R. (2003). Development through life: A psychosocial
approach. Belmont, CA: Wadsworth/Thomson Learning.
NSCAW Research Group. (2002). Methodological lessons from the national survey of
child and adolescent wellbeing: The first three years of the USA’s first national
probability study of children and families investigated for abuse and neglect.
Children and Youth Services Review, 24(6/7), 513-541.
Odom, S. L., & Wolery, M. (2003). A unified theory of practice in early
intervention/early childhood special education: Evidence-based practice. The
Journal of Special Education, 37(3), 164-173.
Olsson, M. B., & Hwang, C. P. (2001). Depression in mothers and fathers of children
with intellectual disability. Journal of Intellectual Disability Research, 45(6),
535-543.
Palusci, V. J. (2011). Risk Factors and services for child maltreatment among infants and
young children. Children and Young Services Review, 33, 1374-1382.

156

Perry, B. D. (2001). The neurodevelopmental impact of violence in childhood. In D.
Schetky, & E. P. Benedek (Eds.), Textbook of child and adolescent forensic
psychiatry (pp. 221-238). Washington, D. C.: American Psychiatric Press.
Retrieved from http://projectabcla.org/dl/NeurodevelImpact.pdf Childhood
Experience and the expression of genetic potential: What childhood neglect tells
us about nature and nurture?
Perry, B. D. (2002). Childhood experience and the expression of genetic potential: What
childhood neglect tells us about nature and nurture? Brain and Mind, 3, 79-100.
Ramey, C. T., & Ramey, S. L. (1998). Early intervention and early experience. American
Psychologist, 53(2), 109-120.
Ridgley, R. & Hallam R. (2006). Examining the IFSPs of rural, low-income families: Are
they reflective of family concerns? Journal of Research in Childhood Education,
21(2), 149-162.
Ringeisen, H., Casanueva, C., Smith, K., & Dolan, M. (2011). NSCAW II Baseline
Report: Caregiver health and services. OPRE Report#1011-27d, Washington,
DC: Office of Planning, Research and Evaluation, Administration for Children
and Families, U.S. Department of Health and Human Services.
Robinson, C. C., & Rosenberg, S. A. (2004). Child welfare referrals to Part C. Journal of
Early Intervention, 26, 284-291.
Rosenberg, S.A., & Ronbinson, C.C. (2003). Is Part C ready for substantiated child abuse
and neglect? Zero to Three, November, 45-47. Retrieved from:
http://ectacenter.org/~pdfs/calls/2004/partcid/0to3journalexcerpt.pdf
157

Rosenberg, S. A., Smith, E. G., & Levinson, A. (2007). Identifying young maltreated
children with developmental delays. In R. Haskins, R. Wulczyn, & M. B. Webb
(Eds.), Child protection (pp. 34-43). Washington: The Brookings Institution.
Rosenberg, S. A., & Smith, E. G. (2008). Rates of part C eligibility for young children
investigated by child welfare. Topics in Early Childhood Special Education,
28(2), 68-74.
Rynolds, A. J., & Temple, J. A. (2008). Cost-effective early childhood development
programs from preschool to third grade. Annual Review of Clinical Psychology, 4,
109-139.
Saloviita, T, Italinna M., & Leinonen, E. (2003). Explaining the parental stress of fathers
and mothers caring for a child with intellectual disability: a Double ABCX
Model. Journal of Intellectual Disability Research, 47 (4/5), 300-312.
Samuels, B., & Administrations on Children, Youth and Family. (2012). Well-being:
What it means for infants, toddlers, and their families. Administration for
Children and Families, and Quality Improvement Center on Early childhood.
Retrieved from http://www.qic-ec.org/
Scarborough, A., Lloyd, E. C., & Barth, R., P. (2009). Maltreated infants and toddlers:
Predictors of developmental delay. Journal of Developmental and Behavioral
Pediatrics, 30, 489-498.
Scarborough, A. A., & McCrae, J. S. (2008). Maltreated infants: Reported eligibility for
Part C and later school-age special education services. Topics in Early Childhood
Special Education, 28(2), 75-89.
158

Scarborough, A. A., & McCrae, J. S. (2010). School-age special education outcomes of
infants and toddlers investigated for maltreatment. Children and Youth Services
Review, 32, 80-88.
Shackelford, J. (2006). State and jurisdictional eligibility definitions for infants and
toddlers with disabilities under IDEA (NECTAC Notes No. 21). Chapel Hill: The
University of North Carolina, FPG Child Development Institute, National Early
Childhood Technical Assistance Center.
Shannon, P. & Tappan, C. (2011). Identification and assessment of children with
developmental disabilities in child welfare. Social Work, 56(4), 297-305.
Shin, J. Y., & Crittenden, K. S. (2003). Well-being of mothers of children with mental
retardation: An evaluation of the Double ABCX model in a cross-cultural context.
Asian Journal of Social Psychology, 6, 171-184.
Shonkoff, J. P., & Meisels, S. J. (Ed.). (2000). Handbook of Early Childhood
Intervention. New York, NY: Cambridge University Press.
Shonkoff, J. P., & Phillips, D. A. (Ed.). (2000). From neurons to neighborhoods: the
science of early childhood development. Washington, D.C.: National Academy
Press.
Silver, E. J., Westbrook, L. E., and Stein, R. E. K. (1998). Relationship of parental
psychological distress to consequences of chronic health conditions in children.
Journal of Pediatric Psychology, 23(1), 5-15.

159

Sparrow, S. S., Carter, A. S., & Cicchetti, D. V. (1993). Vineland Screener: Overview,
reliability, validity, administration, and scoring. New Haven, CT: Yale University
Child Study Center.
Stahmer, A., Leslie, L. K., Hurlburt, M., Barth, R. P., Webb, M. B., Landsverk, J., &
Zhang, J. (2005). Developmental and behavioral needs and service use for young
children in child welfare. Pediatrics, 116(4), 891-900.
Stahmer, A., Sutton, D. T., Fox, L., & Leslie, L. K. (2008). State part C agency practices
and the child abuse prevention and treatment act. Topics in Early Childhood
Special Education, 28(2), 99-108.
Stahmer, A. C., Hurlburt, M., Horwitz, S. M., Landsverk, J., Zhang, J., & Leslie, L. K.
(2009). Associations between intensity of child welfare involvement and child
development among young children in child welfare. Child Abuse & Neglect, 33,
598-611.
The Early Childhood Technical Assistance Center. (2014a). Annual appropriations and
number of children served under Part C of IDEA federal fiscal years 1987-2012.
Retrieved from http://ectacenter.org/partc/partcdata.asp
The Early Childhood Technical Assistance Center. (2014b). Intensive TA for
implementing, sustaining & scaling up evidence-based practices to improve child
outcomes (Part C of IDEA) [Implementing & scaling up EBP]. Retrieved from
http://ectacenter.org/implement_ebp/implement_ebp.asp
The Individuals with Disabilities Education Improvement Act of 2004, Pub. L. No. 108446, §632, 118 Stat. 2744 (2004).
160

Thompson, L, Lobb, C., Elling, R., Herman, S., Jurkiewicz, T., & Hulleza, C. (1997).
Pathways to family empowerment: Effects of family-centered delivery of early
intervention services. Exceptional Children, 64(1), 99-113.
Thompson, R. A., & Nelson, C. A. (2001). Developmental science and the media: Early
brain development. American Psychologist, 56(1), 5–15.
The U.S. Department of Health and Human Services, Administration for Children and
Families, Administration on Children, Youth and Families, & Children’s Bureau.
(2013). Child maltreatment 2012. Retrieved from
http://www.acf.hhs.gov/programs/cb/research-data-technology/statisticsresearch/child-maltreatment
U.S. Department of Education. (2004). Summary - twenty-second annual report to
congress on the implementation of the Individuals with Disabilities Education
Act. Retrieved from
http://www2.ed.gov/about/reports/annual/osep/2000/execsumm.html#Executive
Summary
U.S. Department of Education. (2011). Early intervention program for infants and
toddlers with disabilities, Assistance to states for the education of children with
disabilities, final rule and proposed rule. (34 CFR Parts 300 & 303). Retrieved
from http://www.ecfr.gov/cgi-bin/textidx?c=ecfr&tpl=/ecfrbrowse/Title34/34cfr303_main_02.tpl
U.S. Department of Education. (2014). IDEA 2004: Building the legacy Part C (birth - 2
years old). Retrieved from http://idea.ed.gov/part-c/search/new

161

U.S. Department of Education, & Office of Special Education and Rehabilitative
Services. (2010). Thirty-five years of progress in educating children with
disabilities through IDEA. Washington, D.C. Retrieved from
http://www2.ed.gov/about/offices/list/osers/
U.S. Department of Health & Human Services, Administration for Children and Families,
Administration on Children, Youth and Families, Children’s Bureau. (2016).
Child maltreatment 2014. Retrieved from
http://www.acf.hhs.gov/programs/cb/research-data-technology/statisticsresearch/child-maltreatment
Wallander, J. L., & Varni, J. W. (1998). Effects of pediatric chronic physical disorders on
child and family adjustment. Journal of child psychology and psychiatry, 30(1),
29-46.
Webb, M. B., Dowd, K., Harden B. J., Landsverk, J., & Testa, M. F. (Ed.) (2010). Child
welfare & child well-being: New perspectives from the national survey of child
and adolescent well-being. New York: Oxford University Press.
Wolery, M. (2000). Behavioral and educational approaches to early intervention. In J. P.
Shonkoff, & S. J. Meisels (Eds.), Handbook of early childhood intervention (pp.
179-203). New York: Cambridge University Press.
Wulczyn, F. H. (2008). Child well-being as human capital. Chicago: Chapin Hall Center
for Children at the University of Chicago.

162

Wulczyn, F., Barth, R. P., Yuan, Y. T., Harden, B. J., & Landsverk J. (2005). Beyond
common sense: Child welfare, child well-being, and the evidence for policy
reform. New Brunswick, NJ: Aldine Transaction.
Xu, Y. (2008). Developing meaningful IFSP outcomes through a family-centered
approach using the double ABCX model. Young Exceptional Children, 12(2), 18.
Young, M. E., & Richardson, L. M. (2007). Early child development from measurement
to action: A priority for Growth and Equity. Washington, DC: The World Bank.
Zeanah, P. D., Stafford, B. S. Nagle, G. A., & Rice, T. (2005). In Addressing social
emotional development and infant mental health in early childhood systems.
Building state early childhood comprehensive systems series, No. 12. Los
Angeles, CA: National Center for Infant and Early Childhood Health Policy.
Retrieve from http://eric.ed.gov/?id=ED496853
Zimmer, M. H., & Panko, L. M. (2006). Developmental status and service use among
children in the child welfare system. Archives Pediatrics & Adolescent Medicine,
160(2), 183-188.
Zimmerman, I. L., Steiner, V. G., & Pond, R. E. (1992). PLS-3: Preschool Language
Scale-3. San Antonio, TX: The Psychological Corporation.

163

Vita

Ching-Shu Jing Fang, MSW, CSW
Place of birth: Tainan, Taiwan
EDUCATION
2006

M.S.W., Social Work, University of Alabama, Tuscaloosa, AL

1998

B.A., Social Work, Tainan Theological College & Seminary, Taiwan
LICENSURE AND CERTIFICATION

2016

Graduate Certificate in Developmental Disabilities, Human Development
Institute, University of Kentucky

2008-present

Certified Social Worker, Kentucky (CSW #5338)

2007-2008

Graduate Social Worker, Alabama
TEACHING EXPERIENCE

University of Kentucky
2015 Fall

SW124

Introduction to Social Services

2015 Spring

SW124

Introduction to Social Services

2014 Spring

SW124

Introduction to Social Services

2013 Fall

SW124

Introduction to Social Services

SW421 Human Behavior and Social Environment-Guest Speaker

PROFESSIONAL EXPERIENCE
2006-2007

Senior Social Worker, Alabama Department of Human Resources,
Birmingham, AL

2002-2004

Social Work Supervisor, Eden Social Welfare Foundation of Early
Intervention Center, Kaoshung, Taiwan

1999-2002

Senior Social Worker, Eden Social Welfare Foundation of Early
Intervention Center, Kaoshung, Taiwan

1998-1999

Social Worker, Tainan Child Welfare Center, Tainan, Taiwan

164

SCHOLARSHIP
Publications
Fang, C.-S. J. (2107). Post-transplant life: Web-posted stories of parents of children with
kidney transplant. The Journal of Nephrology Social Work, 14(1), 23-29.
In progress
Fang, C.-S. J., & LaBianco, T. Postschool experiences of special education students who
are not engaged in employment or postsecondary education: Implications for transition
services.
Fang, C.-S. J. Early child care and education use in child welfare: implications for
professional development.
Fang, C.-S. J. The Effects of IDEA Part C EI services on the well-being of infants
toddlers in the child welfare system.
Conference Presentations
Fang, C.-S. J. (2017, October). Mandated referrals from Child Welfare to IDEA Part C
Early Intervention Services. Presentation at the 63rd Annual Program Meeting of
the Council on Social Work Education, Dallas, TX.
Fang, C.-S. J. (2017, June). Why Young Adults with Developmental Disability Do Not
Engage in Postsecondary Education and Employment? Is There Any Way Out?
Presentation at the 2017American Association on Intellectual and Developmental
Disabilities Annual Meeting, Hartford, CT.
Fang, C.-S. J. (2016, September). Why Young Adults with Developmental Disability Do
Not Engage in Postsecondary Education and Employment? Is There Any Way
Out? Presentation at the 2016 Annual Kentucky Rehabilitation Association
Conference, Lexington, KY.
Fang, C.-S. J. (2014, May). Teaching Social Welfare Policy: Addressing Social Justice
through Rawls’ Theory of Justice and the Capabilities Approach. Presentation at
Policy Conference 2.0, Austin, TX.
Poster Presentations
Fang, C.-S. J. (2016, October). Post-Transplant Life: Web-Posted Stories of Parents of
Children with a Kidney Transplant. Presentation at the 32nd Annual International
Conference on Young Children with Special Needs and Their Families,
Louisville, KY.
Fang, C.-S. J. & Otis, M. (2013, April). Effects of Family Resources on Parental Health
and Employment Status among Families of Children with Special Health Care
Needs. Presentation at the 3rd Annual Interdisciplinary Graduate Student
Conference for Research on Children at Risk, University of Kentucky, Lexington,
KY.
165

Fang, C.-S. J. & Otis, M. (2013, February). Effects of Family Resources on Parental
Health and Employment Status among Families of Children with Special Health
Care Needs. Presentation at the 17th Annual Conference of Society for Social
Work and Research, San Diego, CA.

166

Invited Talk
Fang, C.-S. J. (2015, March). Public Policies and Social Services that Promote Early
Childhood Development. Presentation at the Brown Bag Lecture Series,
University of Kentucky College of Social Work, Lexington, KY.
Scholarship & Fellowship
2014

Recipient of Beave-Eidetik Doctoral Research Fellowship, University of
Kentucky

2005

Recipient of Lori Kaye Hebert Endowed Scholarship, University of Alabama
COMMUNITY SERVICE & INVOLVEMENT

2017-present Volunteer, Child Maltreatment Policy Group, Division for Early
Childhood of the Council of Exceptional Children
2016-present

Committee member, Family Services Committee of the Cornelia de
Lange Syndrome Foundation

2015-present

Volunteer, Kentucky Citizen Foster Care Review Board

2015-2016

Volunteer, Build Inclusion/ Advocacy & Inclusion on a Mission

2015-2016

Mentor, The Supported Higher Education Project of Kentucky

2014-present

Awareness Coordinator, Cornelia de Lange Syndrome Foundation

2014-present

Member & Volunteer, The Arc of Kentucky and The Arc of the United
States

2008-2009

Co-Instructor, Step by Step- Healing & Empowering Young Single Moms
PROFESSIONAL MEMBERSHIPS

2016-Present

Division for Early Childhood of the Council for Exceptional Children

2016-present

Council on Social Work Education

2014-present

Asian and Pacific Islander Social Work Educators Association

167

